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This  study  was  designed  to  develop  and  test  a  model 
for  increasing  hospital  staff  nurse  involvement  in 
pulmonary  patient  education.     Included  in  the  experimental 
program  were   (a)   ten  mini-modules,  each  one  identifying  a 
pulmonary  patient  problem  and  the  important  teaching  points 
relative  to  that  problem,    (b)   a  set  of  patient  handout 
materials  related  to  the  identified  problems,    (c)   a  re- 
source file  of  supplementary  information  for  the  staff 
nurse,   and   (d)   a  self-instructional  module  on  the 
principles  of  the  educational  process  as  applied  in 
patient  teaching. 

The  study  used  a  Separate-Sample  Pretes t-Posttest 
Control  Group  Design.     The  investigation  was  conducted  in 
a  550-bed  medical  center.     The  nursing  staff  of  two  general 
medicine  units    (N  =  32)   participated  in  the  study  v/ith  one 


viii 


randomly  selected  unit  receiving  the  treatment  program  and 
the  other  unit  serving  as  the  control.     In  addition  to 
receiving  the  treatment  materials,  the  nurses  in  the  experi 
mental  unit  underwent  a  two-hour  orientation  workshop.  The 
control  unit  nurses  received  only  a  15-minute  orientation 
workshop  on  the  importance  of  patient  education,  and  they 
did  not  receive  any  resource  materials. 

Pretreatment  and  posttreatment  data  from  two  measure- 
ments of  staff  nurse  teaching  performance  were  collected 
from   (a)   pulmonary  patient  questionnaire  scores    (N  =  100)  an 
(b)   review  of  nurse-recorded  teaching  of  the  same  pulmonary 
patient  population.     Comparisons  by  t  test  were  made  on  the 
mean  patient  questionnaire  scores  for  posttreatment  experi- 
mental group  versus  pretreatment  experimental  group,  pre- 
treatment control  group,   and  posttreatment  control  group. 
At  an  overall  experiment-wise  error  rate  of   .15   (.05  level 
of  significance  for  each  contrast)   a  statistically  sig- 
nificant difference  was  found  for  each  comparison.  A 
comparison  of  the  relationship  between  the  patient 
questionnaire  scores  and  the  nurse-recorded  teaching 
found  a  correlation  coefficient  of  r>.80,   showing  a 
significant  positive  relationship  between  the  two  measures 
of  the  staff  nurses'   teaching  performance.     The  investi- 
gator concluded  that  within  the  limitations  of  the  study 
location  and  sam.ple  population,   the  model  under  study 
effectively  increased  the  staff  nurse's  involvement  in 
pulmonary  patient  teaching. 


CHAPTER  1 
INTRODUCTION 

During  the  past  50  years  a  dramatic  change  has  occurred 
in  the  pattern  of  health  problems.     Deaths  from  infectious 
disease  have  declined  significantly  while  the  incidence  of 
chronic  disease  has  increased  more  than  250%  (Shirreffs, 
1982) .     Individual  life-style  and  health-related  behavior 
are  responsible  for  as  many  as  half  of  the  deaths  in  the 
United  States,  and  health  education  is  now  recognized  as 
vital  to  the  improvement  of  individual  and  community  health 
status   (Green  &  Anderson,   1982;  Health  Policy  Council  Task 
Force  Paper,   1980)  . 

The  changing  pattern  of  health  problems,  which  places 
new  emphasis  on  education,    is  reflected  in  the  recognition 
that  education  in  self-care  is  vital  for  people  with  chronic 
and  acute  illness   (U.  3.  Department  of  Health,  Education  and 
Welfare   [USDHEV;]  ,   1979  ;  U,  S.  Office  of  Health  Information 
and  Health  Promotion,   1980) .     As  a  primary  provider  of 
health  care  for  this  population,   the  hospital  is  charged 
with  responsibility  for  teaching  self-care  (American 
Hospital  Association   [AHA],    1977a,   1932).     The  hospital 
nurse  is  the  medical  professional  with  the  greatest 
opportunity  to  implement  an  ongoing  program  of  patient 
education,  but  there  is  little  or  no  documentation  of 
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teaching  by  the  hospital  staff  nurse   (Corkadel  &  McGlashan, 
1983;  Murdaugh,   1980)  .     A  variety  of  reasons  for  this 
failure  of  the  hospital  staff  nurse  to  play  an  active  role 
in  patient  education  are  suggested  in  the  literature 
(Jones,   1977;  Murdaugh,   1980;  Ulrich  &  Kelly,   1972).  A 
problem  clearly  exists  between  the  identified  role  of  the 
hospital  nurse  in  patient  teaching  and  the  actual  situation. 

Spiralling  health  care  costs  have  accompanied  this 
shift  in  the  nature  of  health  problems  from  prevention  of 
infectious  disease  to  management  and  control  of  chronic 
disease.     Patient  education  has  the  potential  for  reducing 
costs  by  helping  individuals  to  improve  their  self-care 
skills.     Even  so,  hospital  administrators  continue  to  sup- 
port a  low-cost  educational  effort  that  perpetuates  the 
discrepancy  that  exists  between  recommended  patient  education 
policy  and  actual  practice   (Corkadel  &  McGlashan,   19  33; 
Squyres,   1983) . 

Much  is  written  about  the  potential  value  of  patient 
education:     increased  patient  compliance  with  a  prescribed 
regimen,   improved  individual  and  community  health  status, 
decreased  hospitalizations  and  emergency  room  visits, 
improved  patient  quality-of-lif e ,   reduced  expenditure  for 
health  care,  and  improved  patient  self -management  of  acute 
and  chronic  illness    (Shirreffs,   1982,   Smolensky,  1932; 
Squyres,    1983).     The  value  and  importance  of  patient 
teaching  are  well  documented  in  the  literature.     In  spite  of 
this  predominant  view  that  individual  health  status  can  be 


improved  through  patient  education,  consistent  patient 
teaching  is  not  being  accomplished  by  the  hospital  staff 
nurse   (Corkadel  &  McGlashan,   1933;  Murdaugh,   1980;  Squyres, 
1980)  . 

The  hospital  nurse  has  the  greatest  opportunity  of  any 
health  professional  to  implement  patient  teaching.  The 
contact  of  the  hospital  floor  nurse  with  the  patient  is 
continuous  and  extensive.     Statements  published  by  a  broad 
spectrum  of  professional  organizations  emphasize  the  nurse's 
role  as  a  patient  educator   (AHA,   19  79b;  National  League  for 
Nursing   [NLN] ,   1976).     Even  so,  hospital  nurses  do  little 
actual  patient  teaching   (Corkadel  &  McGlashan,   1983) . 

In  19  77,   the  AHA  developed  a  series  of  patient  teaching 
manuals  and  other  patient  education  resources   (AHA,   19  79a) . 
A  Staff  Manual  for  Teaching  Patients  About  Chronic  Obstruc- 
tive Pulmonary  Diseases  was  one  of  those  resources.  In 
late  1978  the  American  Lung  Association  of  Florida  (for- 
merly the  Florida  Lung  Association)   received  a  grant  to 
study  the  use  of  the  manual  in  the  field.     The  investigator 
of  this  current  study  served  as  project  director  and  prin- 
cipal investigator  on  that  grant.     The  model  developed  for 
this  current  research  originated  from  that  19  78  experience, 
and  it  was  designed  specifically  to  deal  v/ith  the  barriers 
to  patient  education  that  were  identified  in  both  the  AHA 
project  and  the  literature. 

The  federal  government  spends  more  than  12%  of  the 
American  tax  dollar  on  health  care   (Smolensky,   1982)  .  This 


high  cost  is  accompanied  by  two  major  trends,  a  preoccu- 
pation with  consumerism  and  self-care  and  a  public  disen- 
chantment with  large  institutions,   such  as  hospitals 
(Brown,   1983;  Naisbitt,   1982)  .     Smolensky   (1982)  suggests 
a  more  effective    use   of  existing  manpower  as  one  possible 
way  to  reduce  public  criticism  of  hospitals  without  adding 
measurably  to  costs.     This  position  is  supported  by  the 
AHA  (1978)   recommendation  that  steps  be  taken  to  enable 
those  health  professionals  already  present  in  the  medical 
care  setting  to  identify  and  use  their  frequent  times  of 
patient  contact  as  teaching  opportunities.     The  general 
staff  nurse  exemplifies  one  such  health  professional. 


Background  of  the  Problem 


Value  of  Health  Education 


Health  education  offers  a  high  potential  for  prevention 
and  control  of  illness  and  reduction  of  health  care  costs 
(Green  &  Anderson,   1982,  Shirreffs, 1982) .     A  growing  social 
consensus  favoring  prevention  activities  is  emerging  in  the 
United  States.     A  report  from  the  USDHEW   (19  78)   states  the 
following : 

This  consensus  has  been  reflected  in  a  series  of 
important  publications — for  example,   A  New 
Perspective  on  the  Health  of  Canadians    (19  74)  , 
sponsored  by  the  Government  of  Canada;  Preventive 
Medicine  U.S.A.    (1975) ,   cosponsored  by  HEW ' s 
National  Institutes  of  Health  and  the  American 
College  of  Preventive  Medicine,  and  Perspectives 
on  Disease  Prevention  and  Health  Promotion   (1976)  , 
an  Institute  of  Medicine  document.     The  President, 
the  Secretary,   and  the  Assistant  Secretary  for 
Health  and  Surgeon  General  have  strongly  endorsed 
prevention.      (p.  1) 


Prevention  is  traditionally  subdivided  as  primary, 
secondary,  and  tertiary.     The  goal  of  primary  prevention  is 
prevention  of  the  onset  of  illness  or  disease.  Secondary 
prevention  is  defined  as  activities  undertaken  in  the  early 
stages  of  disease  detection  but  before  the  disease  is 
symptomatic.     Tertiary  prevention  is  undertaken  when  a 
disease  or  illness  is  symptomatic  and  the  goal  is  to  arrest 
the  disease  or  to  prevent  progression  of  disability  and 
complications    (USDHEW,   19  78) .     At  any  one  of  these  levels,  a 
major  goal  of  prevention  is  to  influence  voluntary  positive 
health  behavior   (Green,  Krueter,   Deeds,   &  Partridge,  1980; 
USDHEW,   1978) .     The  value  of  health  education  in  influencing 
positive  health  behavior  is  documented  in  the  literature 
(Green  &  Anderson,   1982;   Patient  education  updates,  1983). 

Patient  education  is  health  education  for  a  specific 
population  with  illness  or  disease.     The  majority  of 
patient  education  activities  fit  in  the  context  of  tertiary 
prevention.     In  an  official  policy  statement  of  the  AHA 
(1977b,   1982)   patient  education  was  identified  as  an 
integral  part  of  patient  care,  and  hospital  staff  was 
charged  with  the  responsibility  for  teaching  patients 
and  documenting  patient  outcomes  that  occur  as  a  result 
of  patient  teaching  activities . 

Research  supports  the  claim  that  patient  education  can 
reduce  health  care  costs  through  decreased  hospitalizations 
and  emergency  episodes  (Levy,  1979;  Sackett  &  Haynes,  1976; 
Smolensky,   1932) .     According  to  a  report  from  the  Centers 
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for  Disease  Control  in  Atlanta,   the  533  persons  who 
participated  in  the  Maine  Diabetes  Control  Project  were 
hospitalized  33%  less  often  than  during  the  year  prior  to 
involvement  in  that  educational  program  (News  capsules, 
1983).     The  report  claims  a  saving  of  $203,771  in  health 
care  costs  as  a  result  of  the  program. 

Patient  Education  Responsibility 

The  AHA  (1982)   states  that  the  responsibility  of  the 
hospital  for  providing  patient  education  services  is  "an 
integral  part  of  high-quality,  cost  effective  care"    (p.  1) . 
In  conjunction  with  this  statement  the  AHA  reports  research 
documentation  of  the  effectiveness  of  planned,  coordinated 
patient  education  in  improved  patient  outcomes,   such  as  the 
patients'   increased  ability  to  manage  their  chronic  illness 
and  a  reduced  number  of  hospital  readmissions  for  chronic 
disease  management.     Unfortunately,  even  though  hospital 
inpatient  education  is  agreed  upon  as  integral  to  patient 
care,   third-party-payer  insurance  reimbursement  for  the 
cost  of  providing  patient  education  is  not  generally 
allowable  as  billed  separate  charges    (AHA,   1932)  .  This 
restriction  limits  monies  the  hospital  can  provide  for 
additional  teaching  staff,   services,   and  materials.  The 
hospital  relies  in  large  part  on  the  existing  medical  staff 
to  assume  a  responsible  role  in  education   (Squyres,  1983). 

The  medical  treatment  setting  is  in  a  unique  position 
of  opportunity  for  providing  self-care  information,  but 


according  to  the  USDHEW  (1978)   the  medical  treatment  setting 
is  not  adequately  used  for  that  purpose.     The  extent  to 
which  this  situation  alters  in  the  future  may  depend  on  the 
extent  to  which  medical  care  providers  give  priority  to 
staff  preparation  for  teaching  and  to  the  patients'  right 
to  participate  in  the  self-care  management  of  their  disease. 

Among  the  professional  medical  staff,   the  nurse  has  the 
greatest  opportunity  for  patient  teaching.     The  nurse  is  not 
only  knowledgeable  about  the  diagnosis  and  medical  regimen 
but  is  also  in  a  position  to  assess  the  patient's  understand- 
ing and  acceptance  of  the  health  problem.     The  importance 
of  the  nurse's  patient  teaching  role  is  documented  by  the 
American  Nurses  Association,   the  Joint  Commission  on 
Accreditation  of  Hospitals,  and  the  National  League  for 
Nursing   (AHA,   1979b)  .     Milazzo   (1980)   points  to  the  need 
for  actualizing  the  nurse's  role  in  teaching  and  states, 
"when  creative  teaching  is  utilized,   nursing  then  enhances 
man's  power  to  change  himself"    (p.   1079).     The  nursing 
profession  identifies  patient  education  as  an  essential 
function,  and  this  is  evidenced  by  professional  organization 
statements,   nursing  texts,   and  nursing  practice  standards. 
However,   Pohl   (1978)   reveals  confusion  among  nurses  as  to 
their  role  and  preparation  as  educators,   and  Ulrich  and 
Kelly  (1972)   report  that  nurses  are  not  comfortable  with 
their  knowledge  of  the  teaching-learning  principles. 

In  spite  of  an  ample  opportunity  for  patient  contact, 
there  is  little  or  no  evidence  that  the  staff  nurse  is 
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actively  involved  in  patient  education  (Corkadel  & 
McGlashan,   1983;   Jones,   1977;  Murdaugh,   1980;  Redman, 
1971) .     The  primary  reasons  cited  for  this  lack  of  actual 
patient  teaching  by  nurses  are   (a)    inadequate  knowledge 
of  the  principles  of  teaching  and  learning,    (b)   lack  of 
time  for  patient  teaching,    (c)    inconsistent  and  nonstan- 
dardized  procedures  for  patient  teaching,    (d)  insufficient 
evidence  that  patient  teaching  is  of  high  administrative 
priority,  and   (e)   complexity  of  information  acceptable  for 
the  patient. 

The  Chronic  Obstructive  Pulmonary  Disease  Patient 

A  leading  cause  of  social  security  disability  is 
chronic  obstructive  pulmonary  disease   (COPD)  .     The  primary 
diseases  included  under  this  classification  are  emphysema, 
chronic  bronchitis,  and  asthma.     Estimates  of  the 
prevalence  of  COPD  are  probably  low  since  the  disease  is 
not  always  listed  on  the  death  certificate  even  when  it  is 
the  contributing  cause  of  death   (USDHEW,   1978)  .  The 
progression  of  most  of  the  diseases  encompassed  by  the 
term  COPD  is  irreversible,   but  multifactorial  problems  are 
relevant  to  the  disabling  effects  of  the  disease  and  to  the 
incidence  of  acute  episodes  of  respiratory  distress  which 
require  emergency  room  treatment  or  hospitalization.  Many 
of  these  problems  can  be  reduced  through  patient  under- 
standing and  compliance  with  a  therapeutical  regimen 
(Daughton,   Fix,   &  Kass,   1979;   Petty,   1975) .     The  COPD 
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patient  represents  a  population  in  need  of  understanding 
and  skill  relative  to  participation  in  a  preventive  health 
care  plan.     This  patient  is  a  prime  candidate  for  a 
hospital-initiated  patient  education  program  (Daughton 
et  al. ,   1979) . 

Problem  Statement 

The  problem  identified  for  study  was  the  hospital 
staff  nurses'   lack  of  active  involvement  in  patient  teaching 
even  though  their  educational  role  was  professionally 
identified.     Planned  patient  education  in  our  medical 
institutions  is  being  carried  out  in  a  haphazard  fashion 
rather  than  as  an'integral  part  of  the  system  (NLN,  1976). 
When  nurses  are  asked  if  they  do  patient  teaching,  the 
response  may  be  in  the  affirmative,  but  little  or  no 
evidence  supports  this  claim  (Cohen,   1981;  Corkadel  & 
iMcGlashan,   19  83;  Whitehouse,   19  79)  . 

Among  the  health  professions,   nursing  is  often 
identified  as  responsible  for  taking  a  leadership  role  in 
patient  education.     Patient  teaching  is  a  professional 
responsibility  of  nursing,   and  according  to  the  NLN  (1976) 
"most  nurses  in  an  institution  should  be  involved  in 
patient  teaching"    (p.   5) .     The  teaching  role  is  also 
defined  by  the  AHA  and  other  professional  nursing  organi- 
zations, but  evidence  points  to  a  discrepancy  between 
policy  and  practice   (AHA,   19  79b;     Fuhrer  &  Bernstein, 
1976;  Jones,   1977) . 
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Patient  education  is  recognized  as  having  the  potential 
for  reducing  spiralling  health  care  costs,  particularly 
among  chronically  ill  patients,  and  for  improving  patients' 
quality  of  life   (AHA,   1977a) .     The  belief  that  patients  have 
a  right  to  actively  participate  in  their  own  health  care 
programs  is  now  generally  accepted  by  the  medical  profes- 
sions  (Barry,   Pezzulo,  Beery,   Defreese,   &  Allen,   1979)  . 
Even  so,  education  within  the  hospital  setting  is  fragmented 
and  often  incidental   (Milazzo,   1980;  Squyres,   1983) . 

In  summary,    (a)   patient  education  within  the  hospital 
setting  has  demonstrated  value  to  the  patient  and  the 
community,    (b)   the  role  of  the  staff  nurse  as  a  patient 
teacher  has  wide  acceptance  among  health  care  professionals, 
and   (c)   in  actual  fact,  only  fragmented  or  incidental 
patient  teaching  is  being  implemented  by  the  general  staff 
nurse.     A  discrepancy  exists  between  recommended  procedure 
and  practice  in  the  patient  education  role  of  the  hospital 
staff  nurse. 

Purpose  of  the  Study 

The  purpose  of  this  study  was  to  develop  and  test  a 
model  for  hospital  staff  nurse  involvement  in  pulmonary 
patient  education.     The  model  employed  a  problem-solving 
approach  consistent  with  nursing  process  and  a  nursing 
care-plan  based  on  a  problem  diagnosis.     Included  in  the 
experimental  program  were  five  components:      (a)    ten  mini- 
modules  that  identified  a  patient  problem,  an  immediate 
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nursing  action  and  the  important  points  to  be  taught; 
(b)   a  set  of  patient  handout  materials  related  to  each  of 
the  teaching  modules;    (c)   a  resource  file  of  supplementary 
information  for  the  nurse;    (d)   an  orientation  workshop  for 
the  staff  nurse;  and   (e)   a  self-instruction  module  on  the 
principles  of  teaching  and  learning  as  applied  in  patient 
education . 

The  goal  of  the  research  study  was  to  determine  the 
effectiveness  of  the  experimental  program  in  increasing 
nurses'  participation  in  patient  education.  Research 
evidence  has  pointed  to  teaching  interventions  as  valuable 
in  helping  the  chronically  ill  patient  to  maintain  a 
preventive  practices  program  and  carry  out  a  prescribed 
medical  regimen  (Green  &  Anderson,   1932;  Shirreffs,  1982). 
This,   in  turn,  can  result  in  enhancement  of  the  patient's 
well-being  and  in  reduction  of  health  care  costs  through 
promotion  of  the  patient's  capacity  for  self-care. 

The  experimental  program  of  this  study  was  designed  to 
eliminate  or  reduce  a  number  of  identified  barriers  to 
effective  inpatient  education  in  the  hospital  setting.  The 
teaching  points  defined  for  the  nurse  to  cover  with  each 
patient  were  brief,   concise,   and  simplistic  and  were 
approved  by  the  medical  staff  of  the  hospital.     Each  of  ten 
mini-modules  was  written  to  address  a  specific  patient  need 
or  problem.     This  problem-solving  approach  was  planned  to 
be  consistent  with  the  problem  approach  of  nursing-process. 
The  brevity  of  each  intervention  allowed  more  effective  use 
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of  "teachable  moments"  available  to  the  staff  nurse.  The 
direct  applicability  and  meaningf ulness  of  the  information 
provided  were  intended  to  increase  the  motivation  of  both 
the  nurse  and  the  patient   (Knowles,   19  78) . 

Hypotheses 

This  study  was  designed  to  develop  and  test  a  model 
for  increasing  nurse  involvement  in  patient  education  as 
evaluated  by  assessment  of  the  nurse's  teaching  performance. 
The  hypotheses  tested  were  as  follows: 

1.  There  will  be  a  statistically  significant 
difference  in  mean  scores  from  the  patient 
questionnaires  on  nurses'   teaching  performance 
between  the  experimental  program  group  and 
the  control  group,  and  the  difference  will 
favor  the  posttreatment  experimental  group. 

2.  Scores  from  a  patient  questionnaire  on  nurses' 
teaching  performance  will  correlate  positively 
with  the  nurses'   recorded  reports  of  patient 
education  interventions. 

Scope  and  Delimitations 

1.     Participation  in  the  research  was  limited  to 
those  staff  nurses  assigned  to  one  of  two 
selected  general  medicine  units  at  a  550-bed 
general  hospital  in  Jacksonville,  Florida. 
Each  unit  consisted  of  16  nurses.     One  unit 
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was  designated  as  the  experimental  group,  the 
other  the  control  group.     Random  selection 
and  random  assignment  was  not  possible  in  the 
hospital  setting.     The  experimental  unit  was 
randomly  designated  by  a  coin  toss. 

2.  The  patient  sample  was  drawn  from  diagnosed 
chronic  obstructive  lung  disease  patients 
assigned  to  the  two  selected  nursing  units. 
The  selected  sample  of  25  preexperiment  and 
25  postexperiment  subjects  from  each  of  the 
two  nursing  units  was  determined  in  order  of 
admission  to  the  unit.     Patients  readmitted 
during  the  experimental  period  were  not 
included . 

3.  The  investigator  gathered  patient-questionnaire 
data  on  the  patients'   fifth  day  of  hospitaliza- 
tion.    The  investigator  developed  the  questionnaire 
instrument  used  for  data  collection. 

4.  The  investigator  conducted  a  two-hour  orientation 
for  all  of  the  nurses  assigned    to    the  hospital 
unit  selected  as  the  experimental  group   (N  =  16) . 
The  experimental  program  began  on  the  day  follow- 
ing completion  of  the  orientation  workshop. 
Nurses  working  in  the  unit  on  temporary  assign- 
ment did  not  receive  orientation,   and  no  effort 
was  made  to  gather  data  on  the  patient  teaching 
performance  of  individual  nurses. 
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5.  The  investigator  directed  nurses  in  both  control 
and  experimental  groups  to  record  each  patient 
teaching  intervention  using  the  same  standardized 
procedure.     The  control  unit  nurses  did  not 
receive  orientation  or  materials  from  the 
experimental  program,  but  they  were  informed 
that  the  researcher  was  present  to  gather  data 

on  the  chronic  lung  disease  patient's  educational 
needs  and  the  degree  to  which  these  needs  are 
routinely  met. 

6.  The  study  was  conducted  in  the  natural  setting 
of  the  general  hospital  with  the  advantage  of 
demonstrating  practical  applicability  and 
with  the  disadvantages  of  limited  control  of 
variables,  unrandomized  selection  of  subjects, 
and  restricted  generalizability  of  findings. 

Definition  of  Terms 

The  following  terms  are  defined  below  as  they  are  used 
in  this  research  study. 

Patient  education  or  patient  teaching — Used  inter- 
changeably to  mean  health  education  designed  for  populations 
with  specific  illness  or  disease. 

Health  education — A  process  of  coordination  and 
integration  of  health  messages  that  enables  persons  to 
make  and  act  upon  informed  decisions  about  matters  affecting 
their  health. 
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Health  teaching  or  health  instruction — Used  inter- 
changeably to  mean  effective  transmission  of  knowledge  and 
skills  relative  to  health. 

Prevention — Measures  undertaken  to  prevent  the  onset 
of  illness,   to  reverse  or  slow  the  progression  of  disease, 
or  to  control  symptoms  and  reduce  the  complications  of 
disease . 

Self-care  or  self-help — Used  interchangeably  to  mean 
those  practices  actively  undertaken  by  an  individual  in 
support  of  preventive  health  care  and  enhanced  physical 
well-being . 

Health  promotion — Any  combination  of  health  education 
and  related  organizational,   social,  economic,  or  environ- 
mental controls  designed  to  facilitate  changes  conducive 
to  health. 

Chronic  obstructive  lung  disease   (COPD) — The 
respiratory  ailments  characterized  by  chronic  obstruction 
to  or  restriction  of  airflow  and  including  chronic 
bronchitis,  pulmonary  emphysema,  and  bronchial  asthma. 

Patient — Any  individual,  13  years  of  age  or  older, 
hospitalized  at  the  institution  used  as  a  site  for  this 
research  study. 

Staff  nurse  or  floor  nurse — Used  interchangeably  to 
mean  any  nurse,   either  registered  nurse  or  licensed 
practical  nurse,   assigned  to  the  general  nursing  service 
in  a  hospital  floor  unit  for  medical  care  of  patients. 
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Intervention — A  specific  nursing  action  taken  to  solve 
or  modify  a  patient  problem  situation. 

Continuing  education — A  formal  adult  education  program, 
provided  subsequent  to  completion  of  minimum  training 
requirements,  and  designed  to  keep  professionals  updated  on 
new  developments  in  their  field  or  to  provide  additional 
training  and  information. 


CHAPTER  2 
REVIEW  OF  LITERATURE 


Progress  in  medicine  and  technology  has  reduced 
mortality  from  infectious  disease  and  has  raised  the  life 
expectancy  in  the  United  States  from  40  to  45  years  in 
1900  to  approximately  73  years  in  1983.     Analysis  of  the 
leading  causes  of  death  today  indicates  that  approximately 
50%  of  all  deaths  in  the  United  States  are  the  result  of  a 
chosen  lifestyle  of  unhealthy  behaviors   (USDHEW,   1979)  . 
Chronic  disease  is  a  primary  medical-care  problem  in  America 
today  and  is  defined  by  the  Commission  of  Chronic  Disease  as 
"any  impairment  .    .    .   that  .    .    .  has  one  or  more  of  the 
following  characteristics:     is  permanent;   leaves  residual 
disability;   is  caused  by  nonreversible  pathological 
alteration;   requires  special  training  of  the  patient  for 
rehabilitation;  or  may  be  expected  to  require  a  long  period 
of  supervision,  observation  or  care"    (Smolensky,  1982, 
p.   269) .     The  chronically  ill  consume  a  large  percentage  of 
physicians'   and  nurses'   time,   occupying  more  than  half  of 
the  hospital  beds  and  contributing  significantly  to  the 
rising  costs  of  medical  care.     Increasingly,  health 
professionals  are  convinced  that  further  improvement  in 
the  health  of  Americans  calls  for  a  commitment  to  disease 
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prevention  and  health  promotion  rather  than  increased 
medical  care  and  health  expenditure   (USDHEW,   1979)  .  Most 
of  the  controllable  health  problems  in  the  Western  society 
relate  to  personal  habits.     To  bring  about  change  in  health 
status,  health  professionals  must  develop  and  implement 
strategies  that  promote  the  individual's  adoption  of  healthy 
life  styles   (W.  K.  Kellog  Foundation,   1980)  .     If  society 
hopes  to  reduce  the  ever-increasing  burden  of  health  care 
costs,   it  needs  to  give  priority  to  measures  for  improved 
preventive  health  services.     Education  has  the  potential 
for  influencing  positive  health  behavior   (Green  et  al., 
1980) .     The  failure  of  insurance  reimbursement  to  directly 
cover  the  costs  of  patient  education  has  interfered  with 
development  of  effective  programs  and  has  earmarked  the 
patient  teaching  effort  for  failure   (Squyres,   1983) .  Health 
professionals  agree  that  preventive  measures  appear  to  be 
the  key  to  reducing  the  onset  and  progression  of  chronic 
disease  and  the  resulting  disabilities.     Prevention,  however, 
takes  many  forms  ranging  from  comprehensive  school  health 
education,   to  screening  for  early  detection,   to  educating 
chronically  ill  patients  in  ways  to  reduce  impairment.  The 
focus  of  this  study  was  with  the  latter,   patient  education, 
as  an  integral  part  of  the  health  care  delivery  setting. 

Value  of  Health  Education 

Health  education  has  been  variously  defined.  One 
definition  explaining  it  as  contributing  to  public  health 
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is  "a  process  that  enables  people,   acting  individually  and 
collectively,   to  make  and  act  upon  informed  decisions  about 
matters  affecting  their  personal,   family  and  community 
health"    (Henderson,   1982,   p.   14) .     This  definition,  as 
well  as  others,  points  to  health  education  as  the  bridge 
between  health  information  and  health  practice.  Patient 
health  education  merely  identifies  one  of  the  target 
populations  for  a  health  education  effort. 

According  to  the  AHA   (1979b) ,   the  hospital  should 
provide  a  comprehensive  patient  education  program  which  will 
enable  patients  to  make  inform.ed  decisions  and  contribute 
to  the  management  of  their  illness.     If  such  an  endeavor  is 
to  be  successful,   it  must  be  an  integrated  part  of  patient 
care.     Health  professionals  recognize  the  need  for  integrated 
patient  education,  but,   in  fact,   current  practice  is 
fragmented  and  varies  widely   (Hefferin,   1977) .  Further, 
although  officials  of  the  Blue  Cross  and  Blue  Shield 
Assocation  have  expressed  favor  of  patient  education  in  a 
white  paper,   standards  for  payment  of  health  education  have 
not  yet  been  developed   (McNerney,   1975) .     In  support  of  the 
value  of  education,   the  American  Public  Health  Association, 
at  its  annual  meeting  in  November,    1932,   passed  a  resolution 
calling  for  third-party-payer  reimbursement  for  patient 
education  services    ("Reimbursement,"  1983). 

The  net  effect  of  any  program  of  health  education  is 
difficult  to  measure,  but  a  comprehensive  program  has  the 
potential  for  increasing  patient  compliance,   reducing  drug 
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use,  decreasing  hospitalization,  and  contributing  to  an 
improved  quality  of  life   (Hefferin,   1977)  .     A  number  of 
variables  impinge  on  reaching  this  potential  at  an  optimum 
level  within  the  hospital  setting.     Medical  professionals 
may  not  now  be  adequately  trained  as  teachers  and  promoters 
of  health   (Cohen,   1981;  Murdaugh,   1980)  .     In  addition,  a 
variety  of  other  barriers  interfere  with  establishing  a 
patient  education  program  as  an  integral  part  of  the 
hospital  health  care  system  (e.g.,   lack  of  time,  standardi- 
zation of  content,   low  administrative  priority)  (Hefferin, 
19  77;   Corkadel  &  McGlashan,   198  3)  . 

In  recent  years,  research  studies  have  provided 
increasing  evidence  of  the  value  of  health  education.  A 
large-scale  study  of  hypertensive  patients  conducted  by 
Moresky   (1983)   demonstrated  that  effective  management  of 
high  blood  pressure,  when  combined  with  an  effective  patient 
education  program.,   reduced  the  death  rate  by  53.2%.  An 
evaluation  of  a  diabetic  patient  education  program  by  Legge, 
Massey,  Vena,   and  Reilly   (1980)   reported  patient  instruction 
was  effective  in  influencing  reduced  hospital  readmissions 
and  decreased  occurrence  of  diabetic  ketoacidosis.  The 
program  tested  was  based  on  one-to-one  instruction  between 
the  nurse  educator  and  the  patient.     Studies  of  surgical 
patients  have  demonstrated  that  information  given  pre- 
operatively  reduces  postoperative  complications  and 
postoperative  pain,   therefore  decreasing  the  need  for 


analgesia  (Boore,  1978;  Egbert,  Battet,  Welch,  &  Bartlett, 
1974;  Haywood,   1975) . 

The  chronic  obstructive  lung  disease  patient  has  been 
frequently  studied,  and  positive  results  have  been  demon- 
strated through  application  of  a  program  of  pulmonary 
rehabilitation  that  places  emphasis  on  education  (Daughton 
et  al.,   1979;  Petty,   1975).     Petty  defined  patient  education 
as  fundamental  to  successful  management  of  chronic  illness 
and  cited  the  nurse  or  therapist  as  highly  valuable  to  the 
teaching  program.     The  American  Thoracic  Society  (1931) 
outlined  the  components  of  pulmonary  rehabiltation  and 
stated  that  instruction  of  the  patient  and  the  family  was 
essential  for  optimum  compliance.     Teaching  the  patient  how 
to  carry  out  the  activities  of  daily  living  was  identified 
as  one  of  two  principal  objectives  of  pulmonary  rehabilita- 
tion.    The  other  objective  was  to  control  and  alleviate 
symptoms,  complications,  and  impairment,  as  much  as 
possible . 

Patients,  particularly  those  with  chronic  disease, 
need  adequate  explanation  to  reinforce  their  compliance 
with  the  therapeutical  regimen.     Ryan  and  Boissoneau  (1976) 
demonstrated  that  education  increased  patient  cooperation 
with  treatment.     Mumford,   Schlesinger,   and  Glass  (1981) 
also  reported  encouraging  results  on  patient  education  as 
effecting  reduced  length  of  hospital  stay.     An  exploratory 
study  by  Tanner  and  Noury   (19  81)    showed  the  effectiveness  of 
formal  teaching  in  increasing  knowledge  about  hypertension 
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but  failed  to  demonstrate  resultant  lowering  of  blood 
pressure  readings.     No  effort  to  determine  compliance  with 
the  medication  regimen  was  presented.     Hypertension  is  a 
chronic  illness  with  little  or  no  systemic  disability, 
however,  and  is  not  typical  of  other  chronic  diseases. 
Research  of  the  effectiveness  of  educational  interventions 
in  increasing  adherence  levels  in  hypertensive  patients  is 
sparse  and  adherence  to  hypertensive  regimens  is  widely 
recognized  as  a  problem  (Caldwell,  Cobb,  Dowling,   &  Jongh, 
1970;  Haynes,  Taylor,   &  Sackett,   1979)  . 

The  importance  of  health  teaching  in  nursing  was  cited 
by  the  NLN  as  long  ago  as  1918,  but  only  recently  has  there 
been  an  upsurge  of  interest   (Schoenrich,   19  74;  Somers, 
1976) .     The  motivation  for  this  increased  interest  may  be 
due  to  a  number  of  factors,   including  increased  emphasis  on 
disease  prevention,   rising  incidence  of  chronic  disease, 
increased  longevity  leading  to  a  larger  elderly  population, 
and  the  success  of  behavioral  change  programs,   such  as 
Weight  Watchers,   in  evidence  in  the  past  decade. 

In  sumjiiary,  medical  professionals  are  beginning  to 
recognize  the  value  of  health  education  as  a  necessary  and 
neglected  element  of  the  delivery  of  health  care.  The 
literature  reveals  that  health  education  and  patient 
education  have  demonstrated  value  in  a  reduction  in  health 
care  costs,  a  decrease  in  acute  illness  episodes,  an 
increase  in  patient  capacity  for  self -care,  and  an  improved 
patient  quality  of  life. 
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Continuing  Education  for  Nursing 

Just  as  in  all  of  the  health  care  professions,  the 
educational  demands  on  nursing  have  changed  dramatically 
over  the  past  50  years.     The  basic  teaching  programs  have 
moved  from  the  hospital  setting  to  the  postsecondary 
educational  institution.     In  addition  to  graduating  from  an 
accredited  program,  the  nurse  must  be  licensed  through  a 
state  regulatory  board  and  is  accountable  to  "society"  for 
maintaining  a  safe  level  of  practice.     This  demand  for 
persistent  expertise  necessitates  an  ongoing  or  continuing 
education   (Cooper,   1978)  .     To  enforce  this  requirement  many 
states  now  mandate  evidence  of  periodic  continuing  education 
for  the  renewal  of  the  nursing  license.     Florida  mandated 
continuing  education  in  1979,  and  at  that  time  nursing 
relicensure  was  placed  under  the  regulatory  powers  of  the 
Florida  State  Board  of  Nursing. 

The  rationale  for  emphasizing  continuing  education  is 
that  nurses'   learning  experiences  will  ultimately  benefit 
the  patient  population.     The  growing  technology  and 
information  boom  make  it  virtually  impossible  to  cover 
all  of  the  important  m.aterial  during  initial  training. 
Continuing  education  has  broad  acceptance  as  to  its  value, 
but  mandated  schooling  in  adult  years  is  controversial 
(Cross,   1981).     Coercion  is  counterproductive  to  adult 
learning,   according  to  an  organized  opposition  which  emerged 
at  the  19  77  National  Adult  Education  Conference.  This 


opposition  is  supported  by  a  study  of  Larocco  and  Polit 
(1978)  which  found  only  15%  of  the  nurses  questioned 
supported  mandatory  continuing  education.     In  the  study 
Larocco  and  Polit  also  found  a  95%  approval  of  educational 
offerings  through  the  place  of  employment.     On  the  other 
side  of  this  controversy  Miller  and  Rea   (1977)   found  that 
70%  of  the  nurses  surveyed  in  a  small  study  believed  in 
mandatory  continuing  education  as  a  professional  step 
forward.     Those  not  in  agreement  were  predominantly  diploma 
graduates  working  at  the  staff  level.     The  issue,  according 
to  Houle   (19  80) ,  was  not  whether  knowledge  and  skill  should 
be  mandated  but  whether  the  professional  was  actually 
changing  performance  behavior  as  the  result  of  continuing 
education.     What  was  important  was  that  continuing  education 
did  appear  to  have  value  in  assisting  professionals  in 
maintaining  a  high  level  of  practice. 

The  literature  contains  a  number  of  studies  on  the 
continuing  education  of  nurses.     O'Connor   (1931),   in  a 
research  sample  of  84  3  nurses,  concluded  that  seven 
motivational  reasons  for  participating  in  continuing 
education  predominated:     compliance  with  authority,  social 
relationships,   improved  social  welfare  skills,  professional 
advancement,  professional  knowledge,   relief  from  routine, 
and  acquisition  of  credentials.     One  problem  defined  by 
both  Smith   (1978)   and  Curran   (1977)   was  a  failure  to 
correlate  continuing  education  program  offerings  with 
assessed  needs  and  therefore  provide  relevant  learning 


experiences.  Continuing  education  programs  should  allow 
for  problem-solving  opportunities  and  application  to  the 
work  setting. 

Evaluation  of  Continuing  Education 

Articles  on  continuing  education  in  nursing  are  many 
and  varied  except  in  documentation  of  evaluation,  particu- 
larly as  to  change  in  practice  behavior.     The  predominant 
procedure  has  been  one  of  accepting  participants'  self- 
evaluation   (Blume  &  Deets,   1975;  Knowles,   1969).  Performance 
assessment  has    been   primarily  in  measuring  objective 
attainment  in  the  cognitive    domain    (McCormick,   19  7  3; 
McNally,   1972) .     In  a  1980  study,  Murdaugh  compared  cardiac 
patient  knowledge  scores  where  experimental  group  nurses 
had  participated  in  a  continuing  education  program  on 
teaching-learning  principles  and  control  group  nurses  had 
not  participated.     A  significant  difference  in  patient 
scores  led  the  researcher  to  conclude  that  nurses  with 
teaching-learning  knowledge  v/ere  more  effective  in  patient 
teaching.     Blume  and  Deets   (1975)    in  a  review  of  the 
literature  in  continuing  education  evaluation  found  that 
ascertaining  participants'    impressions  of  strengths, 
weaknesses,   and  value  was  the  primary  direction  of 
evaluation,  although  the  ultimate  goal  of  continuing 
education  in  nursing  is  to  influence  nurses'  behavior. 
According  to  Lloyd  and  Abrahamson   (19  79)   measurements  of 
change  have  consisted  primarily  of  measuring  objective 
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attainment  with  the  pre-post  test  design  in  the  knowledge 
area.     In  relation  to  patient  health  status,   they  concluded 
that  continuing  education  has  yet  to  be  adequately  tested. 

In  a  review  of  continuing  education  research  studies 
that  used  knowledge  as  a  variable,  Blume  and  Deets  (1975) 
reported  infrequent  evaluation  of    the    instrument  used  to 
collect  the  data.     This  was  particularly  critical  in 
instances  where  change  or  gain  scores  were  used,   since  the 
reliability  of  each  test  greatly  influenced  the  gain  score 
obtained  by  subtracting  pretest  score  from  posttest  score. 
Even  in  the  face  of  questionable  reliability,  measurement 
of  knowledge  gain  is  considered  to  be  worthwhile,  since 
knowledge  is  a  predisposing  factor  in  changing  behavior 
(Green  et  al.,   1980).     An  increase  in  knowledge  may  not 
cause  behavior  to  change,  but  numerous  studies  support  a 
positive  relationship  between  the  two  variables . 

Little  has  been  done  in  evaluating  the  role  of  the 
affective  or  attitude  domain  in  continuing  education, 
although  attitude  theory  reflects  that  change  in  attitude 
is  usually  preceded  by  new  information   (Galfo,   1975)  .  The 
work  of  Kramer   (1967,   1968,   1974)    supports  the  hypothesis 
that  a  desirable  attitude  shift  will  enhance  learning  and 
actual  use  of  the  learning  in  the  work  setting.  The 
relationship  between  attitude  change  and  performance 
warrants  investigation   (Deets  &  Blume,    1977)  . 

The  evaluation  of  attitude  as  a  positive  or  negative 
reaction  toward  an  object,  person,   or  situation  may  be 


appropriate  in  evaluation  of  continuing  education.  Attitudes 
are  to  some  degree  determinants  of  behavior   (Green  et  al., 
1980) .     To  maintain  a  shift  in  attitude,  however,   the  nurse 
needs  to  function  or  practice  in  the  new  role  indicated 
(Kramer,   1974) . 

In  Blume  and  Deets'   study   (1975)   of  10  different 
continuing  education  offerings,  both  the  Semantic 
Differential  and  the  Likert-type  scales  were  used  in 
evaluation  of  attitude.     A  self-report  instrument  was  used 
for  assessment  of  performance  with  the  participants 
responding  as  to  frequency  and  confidence  in  their  ability 
on  a  provided  list  of  skills.     In  a  report  of  conclusions 
consistent  over  the  10  offerings  studied,  Blume  and  Deets 
noted  that  there  may  be  value  in  including  attitude  domain 
in  the  evaluation  design  but  sufficient  time  must  elapse 
in  order  for  attitude  change  to  be  significant.     In  one  of 
the  continuing  education  offerings  which  they  evaluated, 
significant  difference  in  attitude  change  did  not  occur 
until  the  three-month  delayed  posttesting. 

The  effect  of  practice  in  the  use  of  continuing 
education  information,  either  during  or  after  the  offering, 
appears  to  increase  the  retention  of  knowledge,  but 
according  to  Blume  and  Deets    (1975)    it  was  difficult  to 
develop  reliable  knowledge  instruments  for  measuring 
attainment  of  objectives.     They  also  found  low  attitude 
reliability  coefficients  when  using  the  Likert-type 
instruments  and  high  reliability  coefficients  with  the  use 


28 

of  the  Semantic  Differential  technique.  Unfortunately, 
however,   the  participants  expressed  discomfort  with  the 
Semantic  Differential  instrument,   and  in  several  of  the 
studies  a  number  of  the  participants  elected  to  complete 
neither  the  posttest  nor  the  delayed  posttest.  According 
to  Kerlinger   (1973) ,  one  reason  for  low  reliabilities  on 
the  Likert-type  instr;ament  was  the  difficulty  of  writing 
items  that  were  about  equal  in  attitude  value. 

delBueno   (1977)   found  no  significant  behavior  change 
in  a  10-hospital  study  of  the  use  of  continuing  education 
to  increase  the  nurses'   information-giving  behavior  in 
adult  medical-surgical  units.     The  researcher  concluded  that 
traditional  education  alone  did  not  change  on-the-job 
behavior;  therefore,  continuing  education  must  be  reinforced 
by  reward,  recognition,  or  control  in  the  work  site.  A 
three-year  evaluation  by  Donovan,  Wolpert,  and  Yasko  (1981) 
called  for  each  participant  to  contract  to  reduce  the  gaps 
between  actual  and  ideal  nursing  care  as  individually 
defined.     On  six-month  follow-up,   the  researcher  found  a 
more  positive  attitude  toward  patient  care  but  inconsistent 
success  in  fulfilling  the  contracts.     Respondents  cited 
problems  with  time  and  a  lack  of  support  as  the  primary- 
reasons  . 

The  literature  reveals  two  typical  methods  for  collect- 
ing data  on  nursing  performance  in  practice:  direct 
observation  and  self-report  questionnaire  response  (Blume 
&  Deets,   1975) .     Expense  and  rater  reliability  are  problems 


inherent  in  doing  observational  studies  of  performance. 
Recent  developments  in  ethnographic  research  provide  more 
reliable  instruments  and  procedures,  but  such  studies  in 
nursing  behavior  appear  to  be  limited.     Investigators  using 
self-report  instruments  tend  to  ask  for  information  on 
frequency  of  use  or  on  the  nurse's  confidence  in  performing 
a  specified  skill  or  behavior.     This  technique  must  deal 
with  the  participant's  desire  to  appear  "good"  or  "please 
the  instructor."     Both  of  these  human  behavior  phenomena 
are  obstructions  to  the  gathering  of  valid  data. 

The  preferred  design  for  evaluation  of  health  education 
is  the  true  experimental  design  consisting  of   (a)  a 
representative  sample  of  a  target  population,    (b)  pretest 
measures  preceding  the  educational  intervention,    (c)  a 
control  group,  unexposed  to  the  educational  intervention, 
(d)   random  assignment  of  the  sample  to  experimental  and 
control  groups,  and   (e)   posttest  measures  of  the  effects 
after  the  educational  intervention.     The  fifth  element, 
posttest  or  observation  of  educational  effects,   is  essential 
to  any  evaluation.     The  first  four  elements  can  be 
compromised  to  an  extent  without  a  total  loss  of  validity 
(Green  &  Gordon,   1982) ,     The  problem  with  complicated 
research  designs  is  the  unnatural  circumstance  of  the 
experimentally  controlled  condition.     What  is  gained  in 
internal  validity  may  sacrifice  generalizabili ty  of 
findings . 
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In  the  past  decade,   impact  and  outcome  measures  have 
become  major  criteria  for  creditable  evaluation   (Mullen  & 
Iverson,   1982)  .     According  to  Mullen  and  Iverson   (1982)  , 
however,  qualitative  evaluation  plays  a  needed  role  in 
health  education  evaluation  by  providing  the  context  of 
meanings  in  which  to  understand  the  quantitative  findings. 
Popham  (1982)  made  a  distinction  between  health  education 
research  and  health  education  evaluation.     Researchers  are 
reaching  for  a  knowledge  base  of  generalizable  truths  while 
evaluators  are  working  to  improve  decision-making  relative 
to  specific  programs  or  approaches.     In  either  instance,  a 
serious  problem  is  in  assigning  unwarranted  credibility  to 
test  results.     A  lack  of  credible  assessment  devices, 
particularly  in  the  criterion-referenced  area,  has  inhibited 
health  education  in  the  past   (Popham,   1982) . 

Adults  as  Learners 

The  principles  of  adult  learning  have  direct  implica- 
tion to  any  program  of  patient  education:     first,  in 
development  of  the  training  program  for  the  patient  educator 
and,   second,   in  the  actual  methods  and  strategies  used  in 
the  patient  teaching.     The  concept  of  andragogy  is  defined 
by  Knowles    (1975)   as  the  "art  and  science  of  helping  adults 
learn"    (p.   19) .     Knowles    (1970)    recognized  four  important 
characteristics  of  the  adult  learner  as  follows:      (a)  per- 
ceives self  as  a  self -directing  personality,    (b)   has  an 
accumulated  experience  reservoir  which  can  facilitate 


learning,    (c)   reflects  "readiness"  to  learn  according 
to  the  developmental  tasks  of  the  current  social  role, 
and   (d)   is  oriented  to  learning  which  has  immediate 
applicability . 

Most  adult  educators  agree  that  adult  learners  are 
able  to  assume  a  high  degree  of  responsibility  for  their 
learning  and,   therefore,   instruction  should  be  learner- 
centered   (Cross,   1981;  Kidd,   1973;  Knowles,  1975). 

According  to  Tarnow   (19  79)   adult  learners  are  goal 
directed  and  learning  is  facilitated  by  a  problem-centered 
approach  that  has  direct  applicability.     The  adult  learner 
is  active  rather  than  passive,   and  learning  is  increased  in 
a  climate  of  searching  and  probing.     The  very  definition 
of  nursing  process  in  the  context  of  problem  solving  makes 
the  professional  nurse  comfortable  with  this  mode  of 
learning. 

In  an  analysis  of  teaching  models  for  nursing.  Smith 
(1982)   defined  the  direct  and  indirect  situations  and  inter- 
actions in  which  the  nurse-teacher  and  patient-learner  were 
involved.     The  affective  or  feeling  aspects  were  seen  as 
(a)   the  nurse's  attitude  and  job  satisfaction  and   (b)  the 
patient's  ethnicity  and  life-satisfaction.     Common  goals, 
communication,   and  socialization  were  defined  as  key 
factors  in  the  nurse-patient  relationship.     The  interactions 
of  the  teacher  and  learner  ultimately  affect  the  adult 
teacher's  ability  to  change  behavior. 


Aging  is  not  a  major  handicap  in  learning  until  the 
age  of  75  or  later.     Compensations  for  a  decline  in  sight 
and  hearing  can  generally  be  handled  without  excessive 
hardship.     The  time  required  for  learning  new  things 
increases  with  age,  however,   and  speed  of  response  slows 
somewhat  (Cross,   1981) .     The  greatest  problem  with  memory 
in  older  people  occurs  when  the  material  to  be  learned  is 
meaningless  or  complex.     Distractions  also  interfere  with 
learning,  particularly  with  older  adults.     However,  age  is 
only  one  variable,   and  some  individuals  70  years  of  age  or 
older  may  be  superior  in  learning  performance  to  some 
30-year-olds   (Cross,   1981)  . 

The  top  five  methods  of  learning  preferred  by  adults 
are  lectures  or  classes,  on-the-job  training,  short-terra 
conferences  or  workshops,   individual  lessons,  and  discussion 
groups   (Carp,  Peterson,   &  Roelfs,   1974) .     The  last  four 
would  appear  to  indicate  more  need  for  active  forms  of 
learning  participation.     In  support  of  this  supposition 
continuing  education  student  studies  reported  by  Cross 
(1931)   showed  vocational  interests  to  be  a  primary 
motivation  for  learning.     In  summarizing  findings  in  a 
number  of  studies  of  the  motivational  dimensions  of  adult 
learning.   Cross    (1981)    noted  that  although  only  about 
one  third  of  potential  learners  list  personal  satisfaction 
as  their  primary  reason  for  learning,   personal  satisfaction 
was  one  of  the  reasons  listed  by  50%  or  more  of  respondents 
in  all  of  the  studies  reviewed. 


33 

A  number  of  perceived  barriers  to  adult  learning  were 
identified  from  a  national  survey  conducted  by  Carp  et  al. 
(1974) .     Cost,   time,   inconvenience,  and  factors  related  to 
fear  of  failure  were  most  frequently  cited.     Lack  of  time 
was  the  second  most  frequently  identified  problem  to 
participation  in  educational  pursuits.     This  concurred 
with  the  survey  respondents'   frequently  expressed  preference 
for  on-the-job  training   (Carp  et  al . ,  1974). 

The  Nurse  as  a  Patient  Educator 

Both  the  American  Nurses  Association   (U.  S.  Department 
of  Health  and  Human  Services    [USDHHS],    1976)    and  the  NLN 
(1976)   define  patient  teaching  as  part  of  the  professional 
responsibility  of  the  nurse.     The  hospital  nurse  is  in  a 
unique  position  of  repeated  contact  with  the  patient.  This 
frequence  of  contact    and   professional  credibility  make  the 
nurse  an  ideal  member  of  the  care  team  to  initiate  and 
reinforce  patient  education   (Murdaugh,   1980;  J.  P.  Smith,  1979). 
Health  education  has  long  been  an  aspect  of  patient  care. 
Nurses  and  other  care  providers  represent  an  extraordinary 
potential  for  expanding  health  education  activities .  The 
largest  single  category  of  health  professionals  in  education 
is  nursing   (American  Nurses  Association,    1976).     The  nurse's 
responsibility  for  teaching  as  part  of  providing  compre- 
hensive health  care  is  well  documented  in  the  literature 
(Bradley,    1983;   Corkadel  &  McGlashan,    1983;   Redman,  1971). 
Investigators,   in  a  1981  USDHHS  study  project,   found  the 


nurse  as  the  most  often  cited  professional  carrying  out 
health  education. 

Whitehouse   (1979)   reported,   "patient  education  is  a 
nursing  priority  and  should  be  equated  with  the  importance 
of  a  patient  receiving  his  prescribed  medication"    (p.  1227). 
Squyres   (1983)   stated  that  patient  education  "must  be 
closely  linked  to  patient  treatment  to  maintain  continuity 
of  care"    (p.  2) .     A  research  project  by  Kirscht,  Kirscht, 
and  Rosenstock   (1981)    found  the  nurse  to  be  a  significant 
agent  affecting  patient  adherence  to  medical  regimen.  This 
is  particularly  interesting  since  the  study  population  was 
hypertensive  patients,  a  group  considered  difficult  to 
influence  in  respect  to  compliance   (Caldwell  et  al.,  1970; 
Haynes  et  al.,   1979).     Kirscht  et  al.    (1981)  recommended 
further  investigation  of  the  nurse's  potential  in  improving 
the  patient's  medical  regimen  adherence.     Compliance  is 
important  in  the  chronically  ill  patient,  and  failure  to 
adhere  to  the  therapeutic  regimen  frequently  results  in 
hospital  admission   (Youngren,    1981)  .     Increased  knowledge 
and  compliance  were  demonstrated  in  a  study  by  Youngren 
(1981)   of  a  self-medication  program  taught  by  nurses  at  a 
Veterans'  Administration  Medical  Center. 

In  spite  of  the  consensus  on  patient  teaching  as  an 
identified  role  of  the  nurse,   a  number  of  problems  and 
obstacles  interfere  with  the  staff  nurses'  implementation 
of  patient  education   (Cohen,   1981)  .     ?ohl   (1978)  reported 
that  nurses  felt  confused  regarding  their  role  as  teachers 
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and  did  not  consider  themselves  well  prepared.     In  an 
in-depth  survey  of  nurses'  attitudes,  the  role  of  teacher 
placed  22nd  in  relative  importance  among  28  identified  areas 
of  nursing  practice   (Bradley,   1983) .     Jones   (1977)  reported 
poor  evidence  of  teaching  by  the  staff  nurse  as  well  as 
widely  varied  and  inconsistently  used  methods  of  recording. 
This  lack  of  patient  teaching  as  integrated  into  the 
general  nursing  role  was  also  affirmed  by  Fuhrer  and 
Bernstein  (1976)  . 

One  major  cause  of  the  failure  of  nurses  to  teach 
patients,  as  stated  by  nurses,  was  an  inadequate  understand- 
ing of  the  teaching-learning  process   (Murdaugh,  1980; 
Ulrich  &  Kelly,   1972) .     Murdaugh  studied  hospitalized 
cardiac  patients  and  demonstrated  a  significant  positive 
relationship  between  the  nurses'   knowledge  of  teaching- 
learning  principles  and  the  application  of  those  principles 
in  patient  teaching.     The  study  found  evidence  of  patient 
knowledge  gain  even  in  a  short  period  of  time  when  the 
patients  were  taught  by  nurses  participating  in  an  experi- 
mental group  course  on  "Introduction  to  Teaching-Learning 
Principles . " 

According  to  Pohl   (1978)    the  majority  of  patient 
teaching  by  nursing  was  informal  or  spontaneous  and 
unplanned  although  a  formal,  planned,   and  systematic 
approach  yielded  a  greater  knowledge  gain.     The  advantages 
of  the  formal  approach  were  demonstrated  in  a  study  by 
Milazzo   (1980)   who  found  that  health  learners  who  received 
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formal  teaching  exhibited  greater  knowledge  gain  than  those 
who  received  informal  teaching. 

Summary  of  Literature  Review 

The  dramatic  shift  in  health  pattern  from  infectious 
disease  predominance  to  problems  of  the  chronically  ill  has 
brought  about  a  new  emphasis  on  health  education  and 
patient  education  as  an  approach  to  behavior-related 
illness.     The  value  of  education  in  health  prevention  has 
increasingly  been  documented  through  a  variety  of  evaluative 
research.     In  spite  of  the  increased  interest  evidenced  in 
the  literature,   the  actual  growth  of  effective  educational 
programs  for  patients  has  been  limited.     Hospitals  have 
expressed  administrative  support  for  patient  education  but 
have  failed  to  bring  in  sufficient  additional  staff  to 
provide  a  comprehensive  program.     Insurance  providers 
acknowledge  the  value  of  preventive  patient  education,  but 
educational  services  are  not  yet  identified  as  specifically 
covered  reimbursable  expense. 

A  variety  of  health  professionals  are  active  in 
planning,   implementing,   and  evaluating  patient  education. 
Among  those  professionals,   nurses  are  the  most  frequently 
identified  as  needing  to  play  a  primary  role  in  patient 
teaching.     Professional  nursing  organizations  agree  that 
teaching  is  an  important  role  of  the  nurse.     Even  so, 
the  literature  reveals  a  number  of  barriers  to  effective 
patient  education  by  the  staff  nurse.  Consistently 


37 

identified  obstacles  are   (a)    lack  of  time,    (b)  physician 
interference,    (c)    lack  of  teaching  skill,    (d)   complexity  of 
information  to  be  conveyed  to  the  patient,  and   (e)  poor 
administrative  support.     A  lack  of  standardization  in 
recording  patient  education  interventions  makes  retrieval 
of  data  and  evaluation  of  current  practice  almost  impossible. 

Continuing  education  programs  are  generally  accepted 
as  valuable  in  providing  an  effective  means  of  presenting 
new  information  to  practicing  professionals.     Studies  of 
the  effectiveness  of  such  programs  in  producing  desired 
nursing  behaviors  are,  however,   limited.     The  literature 
contains  evidence  that  continuing  education  can  change 
nurses'  attitudes  and  that  a  positive  attitude  change  is 
reflected  in  positive  modification  of  behavior. 

Finally,   in  spite  of  the  evidence  that  patient 
education  is  valued  and  recognized  as  a  function  of 
nursing  practice,  effective  and  consistent  patient  teaching 
is  not  being  accomplished.     The  literature  review  would 
lead  one  to  believe  there  is  a  need  for  development  of  a 
program  or  process  of  delivery  that  will,   in  fact,  facili- 
tate the  involvement  of  the  hospital  staff  nurse  in  patient 
education . 


CHAPTER  3 
DESIGN  OF  THE  STUDY 

The  methodology  for  this  research  study  encompassed 
two  components,   the  development  of  a  program  for  staff 
nursing  use  in  patient  teaching  and  the  testing  of  the  pro- 
gram to  determine  its  effectiveness  in  changing  the  staff 
nurse's  practice  relative  to  patient  education.     The  purpose 
of  the  research  was  to  develop  and  test  a  specifically 
designed  model  for  hospital  staff  nurse  involvement  in 
pulmonary  patient  education.     Staff  nurse  involvement  was 
tested  by  comparing  the  patient  teaching  interventions 
between  an  experimental  unit  and  a  control  unit  in  a  general 
hospital . 

Development  of  the  Treatment  Program 

The  treatment  program  consisted  of  the  following  five 
comiponents : 

1.  A  two-hour  continuing  education  workshop  for 
orientation  of  staff  nurses  to  the  treatment  program. 

2.  A  self-instruction  module  for  staff  nurses  on 
The  Teaching-Learning  Process  in  Patient  Education. 

3.  Ten  mini-modules  that  defined  specific  nursing 
actions  and  important  teaching  points  designed  for  use 
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in  an  approach  to  a  specific  chronic  lung  disease  patient 
problem. 

4.  A  file  of  supplementary  resource  materials  for  the 
staff  nurse,  classified  according  to  relationship  with  the 
identified  mini-module  problem  diagnosis. 

5.  A  file  of  resource  materials  for  distribution 
(handout)   to  chronic  obstructive  lung  disease  patients,  and 
classified  according  to  relationship  with  identified  mini- 
module  problem  diagnosis. 

The  investigator  designed  the  experimental  educational 
program  to  eliminate  or  reduce  some  of  the  identified 
barriers  to  patient  education  by  the  staff  nurse.  The 
problems  of  time  constraints,  complexity  of  information  to 
be  conveyed  to  the  patient,  physician  interference,   lack  of 
teaching  preparation,   confusion  as  to  teaching  responsi- 
bility,  and  lack  of  standardized  recording  procedures 
reported  by  Corkadel  and  McGlashan   (1983),  Murdaugh  (1980), 
Redman   (19  71) ,   and  Whitehouse   (19  79)   were  specifically 
addressed . 

The  orientation  workshop   (see  Appendix  A  for  agenda 
and  objectives)  was  designed  to  prepare  the  nurses  in  the 
experimental  group  to  participate  in  the  treatment  program. 
The  agenda  included  information  and  discussion  on  the  value 
of  patient  education  and  the  importance  of  the  staff  nurse 
in  the  patient  teaching  role.     Time  was  provided  for  the 
nurses  to  share  concerns  and  discuss  possible  solutions  to 
problems.     The  researcher  conducted  the  workshop  in  a  format 
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as  recommended  by  certain  defined  principles  of  adult 
learning.     Three  of  the  assumptions  offered  by  Knowles 
(19  70)   about  the  adult  learner  were  basic  to  the  entire 
treatment  program  and  were  emphasized  in  the  orientation 
workshop . 

1.  Adults  perceive  themselves  as  self-directed 
learners . 

2.  Adults  have  an  experience  base  that  can  be  a 
useful  resource  for  new  learning. 

3.  Adult  learning  is  problem  centered  and  adult 
learners  prefer  an  immediate  opportunity  to  apply  newly 
learned  knowledge  and  skills. 

A  fourth  assumption  of  "readiness  to  learn"  as  oriented 
to  the  individual's  developmental  stage,  according  to 
Havighurst   (1972) ,  means  that  at  some  periods  in  life  the 
individual's  motivation  to  learn  is  "triggered."     The  wide 
range  of  age,   experience,  and  social  role  diversity  anti- 
cipated among  the  workshop  participants  precluded  directing 
the  preplanned  agenda  to  take  advantage  of  those  teachable 
moments  or  transition  phases  referred  to  in  the  develop- 
mental research.     Included  in  the  agenda,  however,  was  a 
brief  discussion  of  motivation. 

The  researcher  developed  the  instructional  module.  The 
Teaching-Learning  Process  in  Patient  Education,   to  be  a 
self-contained  program  (see  Appendix  B) .     The  focus,  as 
suggested  by  Houston   (1972),  was  directed  to  the  learner, 
and  specific  performance  objectives  v/ere  defined.  The 
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purpose  of  the  module  was  to  enable  the  students  to  apply 
the  knowledge  and  skills  of  the  educational  process  to  the 
role  of  the  nurse  as  a  patient  educator. 

The  mini-modules  were  brief,  and  each  one  defined  only 
the  teaching  points  relative  to  a  specific  problem  that  the 
lung  disease  patient  was  likely  to  encounter   (see  Appendix 

C)  .     In  addition  to  providing  key  educational  points,  each 
of  the  mini-modules  presented  a  list  of  immediate  nursing 
actions  to  alleviate  the  problem.     Both  the  teaching  infor- 
mation and  the  immediate  actions  were  developed  through 
consultation  with  selected  medical  specialists   (see  Appendix 

D)  .     Controversial  and  questionable  actions  and  information 
were  omitted.     Reproduced    on   four-by-six-inch  file  cards, 
the  mini-modules  offered  a  convenient  referral  system  to  be 
readily  accessible  at  the  nurses'   station  or  carried  in 
the  uniform  pocket.     The  teaching  points  did  not  provide  an 
in-depth  coverage  of  chronic  obstructive  lung  disease. 
They  did,  however,  provide  information  basic  to  the  COPD 
patients'  ability  to  manage  their  own  care. 

The  resource  file  of  supplementary  information  for  the 
nurse  was  taken  primarily  from  the  Staff  Manual  for  Teaching 
Patients  About  Chronic  Obstructive  Pulmonary  Disease  (AHA, 
1979c)  .     Rapidly  increasing  medical  information  and  tech- 
nology make  it  impossible  for  the  generalist  staff  nurse 
to  maintain  an  updated  knowledge  base  on  the  many  chronic 
and  acute  diseases.     Easy  accessibility  to  the  latest 
information  relative  to  the  chronic  lung  disease  patient 


was  considered  important  to  keep  the  nurse  comfortable  in 
teaching . 

The  resource  file  of  handout  material  for  the  patient 
was  taken  primarily  from  an  American  Lung  Association  (1982) 
publication,  Help  Yourself  to  Better  Breathing.  The 
American  Thoracic  Society  has  approved  this  information. 
In  addition,  a  selected  panel  of  medical  and  educational 
experts   (see  Appendix  D)   has  reviewed  all  of  the  educational 
materials . 

Research  Methodology 

Following  completion  of  the  development  of  the  model 
for  involvement  of  the  hospital  staff  nurse  in  pulmonary- 
patient  education,   the  researcher  studied  the  effectiveness 
of  the  model  in  increasing  the  number  of  pulmonary  patient 
education  interventions  performed  by  the  staff  nurse.  The 
researcher  endeavored  to  answer  the  following  question: 
Will  the  number  of  patient  teaching  interventions 
by  the  staff  nurse  increase  significantly  after 
participation  in  the  experimental  program? 
In  order  to  answer  this  question  the  investigator 
employed  a  separate-sample  pretest-posttest  control  group 
design   (Campbell  &  Stanley,   1976)    in  the  naturalistic 
setting  of  the  hospital.     The  treatment  variable  was  the 
experimental  educational  program  which  was  introduced  only 
to  the  treatment  group.     The  second  group,  which  served  as 
the  control  group,   did  not  participate  in  the  experimental 


program.     The  nurses  in  the  control  group  met  with  the 
investigator  and  were  advised  that   (a)   they  were  partici- 
pating in  a  chronic  lung  disease  patient  education  study, 
(b)   it  was  important  to  teach  patients  in  each  of  the  10 
identified  problem  areas,  and   (c)   their  teaching  interven- 
tions should  be  documented  according  to  a  defined  system 
of  recording  procedure.     Both  groups  were  asked  to  make 
every  effort  to  record  all  teaching  interventions  using  the 
same  defined  procedure. 

Staff  Nurse  Sample 

The  total  staff  nurse  sample  included  all  floor  nurses 
assigned  to  each  of  two  selected  general  medical  units  in 
the  research-site  hospital,  a  550-bed  general  medical  center 
in  Jacksonville,  Florida.     The  nurses  in  the  experimental 
unit   (n  =  16)   received  orientation  and  all  material  compris- 
ing the  experimental  educational  program.     The  nurses  in 
the  second  unit   (n  =  16)   served  as  the  control  group  of  the 
study.     The  experimental   (treatment)   group  nurses  were  fully 
informed  as  to  the  educational  program  and  its  purpose. 
The  control  group  nurses  were  informed  that  the  researcher 
was  a  doctoral  candidate  studying  the  pulmonary  patient's 
educational  needs.     Both  units  were  advised  of  standardized 
recording  methods  and  encouraged  to  teach  in  the  10  defined 
problem  areas.     The  entire  nursing  staff  of  the  two  units 
participated  in  the  study;   therefore,   random  selection  and 
random  assignment  were  not  possible.     Selection  of  the 


experimental  group  was  done  by  a  coin  toss.     The  nurse 
sample  remained  the  same  in  each  unit  both  pre-  and  post- 
treatment  . 

Patient  Sample 

The  patient  population  consisted  of  diagnosed  chronic 
obstructive  lung  disease  patients  who  were  admitted  to  the 
two  selected  hospital  units  during  the  period  of  this  study. 
The  Admissions  Department  of  the  hospital  assigned  patients 
onto  the  two  selected  units  as  vacancies  occurred  and  with 
no  discrimination  between  the  units.     The  naturalistic 
situation  precluded  random  assignment  of  patient  sample. 

Prior  to  the  implementation  of  the  experimental  program, 
the  investigator  interviewed  25  patients  on  each  unit   (n  = 
50) ,  using  the  patient  questionnaire  on  "Staff  Nurse 
Teaching  Performance"    (see  Appendix  E) .     Upon  completion 
of  the  experimental  program,   the  investigator  interviewed 
25  different  patients  in  each  unit   (n  =  50) .     All  patient 
sample  interviews   (N  =  100) ,  both  pretreatment  and  post- 
treatment,  were  administered  on  the  patient's  fifth  day  of 
hospitalization  in  order  to  allow  approximately  the  same 
amount  of  time  for  nurse-teaching  to  occur.     Patients  who 
were  discharged  before  five  days  of  hospitalization  and 
patients  who  were  readmitted  during  the  study  period  were 
omitted  from  the  sample  population. 
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Instruments 

One  outcome   (dependent)  variable  in  this  study  con- 
sisted of  scores  taken  from  a  patient  questionnaire  specifi- 
cally designed  for  the  study.     These  scores  represented  the 
patients'  reports  on  the  amount  of  teaching  done  by  the 
staff  nurses  in  their  respective  units.     The  patient  ques- 
tionnaire  (see  Appendix  E)   was  developed  by  the  investigator 
to  measure  the  nurses'  teaching  as  perceived  by  the  patient. 
The  40-item  instrument   (questionnaire)   consisted  of  four 
specific  questions  in  each  of  the  ten  patient  education 
problem  areas  covered  in  the  experimental  treatment  program. 
Each  affirmative  answer  was  scored  as  one  point.  The 
maximum  possible  score  for  an  individual  was  40  points  and 
the  minimum  possible  score  was  zero.     Sample  items  from 
this  questionnaire  are 

1.     Since  being  in  the  hospital  has  a  nurse 

(a)  explained  the  need  to  relax  and  slow  breath 
to  get  stale  air  out  of  your  lungs? 

(b)  shown  you  how  to  belly-breathe  or  do  what  is 
often  called  diaphragmatic  breathing? 

A  panel  of  selected  experts   (see  Appendix  D) ,  after 

critical  systematic  examination,  attested  to  content  validity 

of  the  instrument   (questionnaire) .     The  panel  examined  three 

factors:      (a)   the  representation  of  the  content  of  the 

program  information  on  the  questionnaire,    (b)    the  adequacy 

of  the  questionnaire  in  covering  the  content  in  proportion 

to  the  content  coverage  in  the  program,  and   (c)  the 


appropriateness  of  the  questionnaire  for  the  respondent 
(patient) . 

Since  hospital  practice  calls  for  all  nursing  inter- 
ventions,  including  patient  teaching,   to  be  reported  in 
writing  on  nursing  records,  data  were  also  collected  on  this 
second  measure  of  nurses'   teaching  performance.     The  inves- 
tigator reviewed  the  medical  records  of  each  patient  in  the 
total  sample   (N  =  100)   and  counted  the  number  of  nurse- 
recorded  teaching  interventions  through  the  first  five  days 
of  hospitalization.     The  count  was  made  pretreatment  and 
posttreatment  in  both  the  experimental  and  control  groups. 
Each  intervention  recorded  was  classified  into  one  of  10 
predetermined  problem  diagnosis  categories.     The  10  problem 
categories  coincided  with  the  10  mini-module  problem 
diagnoses  represented  in  both  the  treatment  program  and  the 
patient  questionnaire.     The  nurse-recorded  data  and  the 
patient  questionnaire  data  were  compared  to  determine  if  a 
positive  relationship  existed  that  would  demonstrate  the 
validity  of  the  patient  questionnaire  data  as  a  measure  of 
nurses'   teaching  performance. 

Research  Design  and  Data  Collection  Procedures 

Data  collection  for  the  purpose  of  analysis  was  begun 
on  August  1,   1983,  and  completed  on  November  15  ,   1983.  The 
investigation,   including  the  six-week  period  of  preliminary 
study,  was  completed  in  approximately  five  months.  Data 
were  collected   (through  the  patient  questionnaire  and  the 


review  of  medical  records)   on  25  patients  from  the  experi- 
mental unit  prior  to  the  treatment  intervention   (time  1) 
and  on  another  25  patients  from  the  experimental  unit  after 
treatment  intervention   (time  2) .     As  a  control  measure, 
similar  data  were  collected  on  25  patients  in  the  control 
unit  at  time  1  and  on  another  25  patients  at  time  2.  For 
all  patients  data  were  collected  on  their  fifth  day  of 
hospitalization . 

This  separate-sample  pretest-posttest  design  (Campbell 
&  Stanley,   1976)   can  be  diagrammed  as  follows: 

Pretreatment  Posttreatment 
Experimental  0^^  X  O2 

Control  0^  0^ 

Analysis  Procedures 

The  null  hypotheses  tested  in  the  statistical  analysis 
were  as  follows: 

1.     There  is  no  statistically  significant  difference 
between  the  mean  patient  questionnaire  score  for  patients 
in  the  posttreatment  experimental  group  and   (a)   the  mean 
patient  questionnaire  score  for  patients  in  the  pretreatment 
experimental  group,    (b)    the  mean  patient  questionnaire 
score  for  patients  in  the  pretreatment  control  group,  and 
(c)   the  mean  patient  questionnaire  score  for  patients  in 
the  posttreatment  control  group. 
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2.     There  is  no  significant  positive  relationship 
between  patient  questionnaire  data  and  nurse-recorded 
teaching  data. 

The  first  hypothesis  was  tested  through  a  set  of 
planned  contrasts;   specifically:      (a)   H   :         =  y  , 
(b)   H^:   ^2  =  and   (c)   H^:   y2  =  1^4-     ^  ^  distribution 

was  used  for  testing  the  significance  of  difference  between 
means  for  independent  samples  in  hypothesis  one.     The  .05 
level  of  significance  was  applied  in  rejecting  or  failing 
to  reject  each  comparison.     Thus,   the  overall  experimen- 
wise  error  rate  for  these  comparisons  was  <  .15. 

Hypothesis  two,   that  no  positive  relationship  existed 
between  the  patient  questionnaire  scores  and  the  nurse- 
recorded  teaching  data,  was  tested  using  the  Pearson  corre- 
lation coefficient.     This  relationship  was  tested  to  provide 
data  on  the  validity  of  the  patient  questionnaire  scores  as 
a  measure  of  nurses'   teaching  performance. 

Design  Validity 

The  separate-sample  pretest-posttest  control  group 
design  uses  comparable  groups  but  the  same  specific  persons 
were  not  retested.     This  avoided  the  possible  interaction 
of  testing  and  the  treatment  variable  but  opened  the  pos- 
sibility of  mistaking  some  local  happening  in  the  experi- 
mental group  for  a  treatment  effect.     Although  the  natural 
setting  of  the  study  did  not  permit  full  control  or 
randomization,   according  to  Campbell  and  Stanley  (1976) 


this  design  carried  a  high  rating  for  both  internal  and 
external  validity. 

Campbell  and  Stanley   (19  76)   report  the  quasi- 
experimental  design  used  in  this  study  as  advantageous 
in  those  situations  where  generalizability  to  other  similar 
settings  was  desirable.     Studies  conducted  in  the  natural- 
istic setting  have  a  generally  superior  level  of  external 
validity . 

Nurse  Participant  Evaluations 

In  order  to  receive  evaluative  information  from  the 
nurses  who  participated  in  the  study,   the  investigator 
developed  a  follow-up  questionnaire  which  was  completed  by 
the  nurses  in  both  groups    (see  Appendix  F) .     Both  groups 
were  asked  to  give  their  perceptions  of  the  situation  in 
pulmonary  patient  education.     These  perceptions  included  a 
rank  order  of  the  five  predominant  pulmonary  patient  prob- 
lems, teaching  areas  of  difficulty,  and  barriers  to  patient 
teaching.     The  nurses  were  also  asked  to  evaluate  their 
own  patient  teaching  performance.     These  evaluation  ques- 
tions were  concerned  with  both  the  number  of  teaching 
interventions  performed  and  the  quality  of  the  patient 
teaching. 

In  addition,   the  nurses  who  participated  in  the  treat- 
ment program  were  asked  to  respond  to  questions  on  their 
assessment  of  the  value  of  the  experimental  model.     In  this 
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section  of  the  evaluation  questionnaire  separate  ratings  on 
each  of  the  five  components  of  the  model  were  solicited. 

Preliminary  Study 

Prior  to  starting  data  collecting,   the  investigator 
conducted  a  preliminary  study  of  the  patient  questionnaire 
and  the  nurses'  use  of  the  mini-module.     In  this  pilot 
study  of  the  questionnaire  the  investigator  identified  10 
diagnosed  chronic  lung  disease  patients.     The  investigator 
identified  them  at  the  study  site  through  a  review  of  nursing 
station  records.     She  interviewed  these  patients  using  the 
patient  questionnaire  developed  for  this  study.     As  a  re- 
sult of  this  preliminary  use  of  the  questionnaire,  she  made 
minor  revisions  to  remove  areas  of  difficulty  for  the 
respondents . 

The  investigator  also  pilot  tested  the  mini-module 
cards  developed  for  use  by  the  hospital  staff  nurse.  She 
conducted  this  preliminary  study  in  one  of  the  three 
general  medicine  units  in  the  site  hospital.     The  investi- 
gator drew  the  selected  unit  from  three  slips  of  paper 
that  were  each  labeled  with  the  number  of  one  of  the 
nursing  units,   and  the  nurse  in  charge  of  the  selected 
unit  identified  the  four  nurses  to  participate  in  the 
preliminary  study.     These  nurses  used  the  mini-module 
cards  for  four  weeks  and  evaluated  them  on  the  arrangement 
of  the  information,   the  ease  with  which  the  cards  could  be 
handled,  and  the  value  of  the  format  that  related  the 


information  to  a  specific  patient  problem.     The  investi- 
gator did  not  ask  them  to  evaluate  the  wording  or  content 
of  the  information  provided.     She  conducted  the  preliminary- 
study  to  identify  any  major  problems  or  staff  nurse  re- 
sistance to  the  use  of  the  cards  that  might  interfere  with 
the  research  investigation.     The  participating  nurses 
expressed  enthusiasm  for  the  cards,   in  particular  for  the 
problem-directed  approach  to  patient  teaching.     One  partici- 
pant suggested  the  use  of  a  smaller  size  card,  but  this 
suggestion  was  not  implemented  because  it  would  have  neces- 
sitated a  change  in  the  content  of  each  card,   and  that 
change  was  not  practical  at  this  time. 

The  preliminary  study  took  approximately  six  weeks  to 
complete.     While  the  investigator  was  pretesting  the  ques- 
tionnaire and  mini-module  cards,   she  reviewed  medical 
records  of  previously  hospitalized  pulmonary  patients.  In 
a  review  of  227  bed-days  on  16  patients  hospitalized  during 
the  first  four  months  of  the  year,   she  counted  a  total  of 
nine  nurse-recorded  teaching  interventions.     This  count 
supported  reports  in  the  literature  that  patient  education 
was  not  being  documented  by  the  hospital  staff  nurse. 


CHAPTER  4 
PRESENTATION  OF  RESULTS 

The  purpose  of  this  study  was  to  develop  and  test  a 
model  for  increasing  hospital  staff  nurse  involvement  in 
pulmonary  patient  teaching.     The  effectiveness  of  the  model 
was  tested  in  two  general  medicine  units  of  a  550-bed  medi- 
cal center  with  one  unit  receiving  the  model  treatment 
program  and  the  other  comparable  unit  serving  as  a  control. 
The  nurses'   teaching  performance  was  measured,  both  before 
and  after  implementation  of  the  treatment  program,  through 
data  collected  on  two  variables:      (a)    scores  from  a  patient 
questionnaire  administered  by  the  investigator  and   (b)  a 
review  (inventory)   of  teaching  interventions  recorded  in 
patients'  medical  records.     The  patient  questionnaire  data 
served  as  the  dependent  variable  for  statistical  analysis. 
Data  collected  from  the  review  of  patient  records  was  used 
to  determine  the  validity  of  the  patient  questionnaire  data 
as  a  measure  of  the  nurses'   teaching  performance. 

The  null  hypotheses  tested  were 

1.     There  is  no  statistically  significant  difference 
between  the  mean  patient  questionnaire  score  for  patients 
in  the  posttreatment  experimental  group  and   (a)   the  mean 
patient  questionnaire  score  for  patients  in  the  pretreatment 
experimental  group,    (b)   the  mean  patient  questionnaire 
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score  for  patients  in  the  pretreatment  control  group,  and 
(c)   the  mean  patient  questionnaire  score  for  patients  in  the 
posttreatment  control  group. 

2.     There  is  no  significant  positive  relationship  be- 
tween patient  questionnaire  data  and  nurse-recorded  teaching 
data. 

Statistical  Analysis 

The  pretreatment  and  posttreatment  means,  standard 
deviations,  and  variance  found  in  analysis  of  the  patient 
questionnaire  data  are  presented  in  Table  1,   for  both  the 
experimental  and  control  groups.     The  mean  pretreatment 
scores  were  .24  for  the  experimental  group  and  .20  for  the 
control  group.     The  mean  posttreatment  scores  were  1.0  4 
for  the  experimental  group  and  .48  for  the  control  group. 
Each  group  showed  a  posttreatment  gain  in  mean  score. 

Table  1 

Means  and  Standard  Deviations  of  Patient  Questionnaire  Data 


Standard 

N      Mean        Deviation  Variance 


Group 

1 

(Exp. ,  Pre) 

25 

.24 

.44 

.19 

Group 

2 

(Exp.  ,  Post) 

"X 

25 

1.04 

1.02 

1.04 

Group 

3 

(Control,  Pre) 

25 

.20 

.41 

.17 

Group 

(Control,  Post) 

25 

.48 

.77 

.59 
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The  first  null  hypothesis  was  tested  through  a  set  of 
three  planned  comparisons  using  a  t  distribution  to  test 
the  significance  of  difference  for  each  of  the  three  com- 
parisons.    The   .05  level  of  significance  was  applied  in 
rejecting  or  failing  to  reject  each  contrast.     The  results 
of  this  analysis  are  reported  in  Table  2.     Because  the 
alternate  hypothesis  was  developed  in  favor  of  the  post- 
treatment  experimental  group   (group  2) ,  the  critical  value 
of  a  one-tailed  t  =  1.68  was  selected  as  appropriate. 

Table  2 

t  Test  Com.parisons  of  the  Mean  Patient 
Questionnaire  Scores 


Mean 

Comparison  Difference        df  t 

Posttreatment  Experimental/ 

Pretreatment  Experimental  +.80  48  3.60* 

Posttreatment  Experimental/ 

Pretreatment  Control  +.84  48  3.83* 

Posttreatment  Experimental/ 

Posttreatment  Control  +.56  48  2.20* 

*p  <  .05 

In  the  experimental  group  comparison  of  means  between 
the  posttreatment  and  pretreatip.ent  patient  questionnaire 
scores  found  a  t  =  3.60.     At  the  95%  confidence  level  and 
48  degrees  of  freedom,  critical  t  =  1.68;   therefore,  at  the 
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.05  level  of  significance  the  first  comparison   (H^:   ^2  =  V'-^) 
is  rejected.     A  comparison  of  the  mean  patient  questionnaire 
scores  between  the  posttreatment  experimental  group  and  the 
pretreatment  control  group  found  a  t  =  3.83  and  between 
the  posttreatment  experimental  group  and  the  posttreatment 
control  group  found  a  t  =  2.20.     At  the  .05  level  of  sig- 
nificance these  findings  favor  rejection  of  the  null  hypothe 
sis  for  the  second  and  third  contrasts   (H   :        =  and 
H^:        =         •     Taken  altogether  the  rejection  of  these  three 
contrasts  offered  substantial  evidence  of  the  treatment's 
effectiveness.     Specifically,  patients  educated  by  nurses 
in  the  experimental  unit,  after  the  educational  interven- 
tion, had  significantly  higher  questionnaire  scores  than 
patients  educated  by  the  same  nurses  before  the  intervention 
Furthermore,  patients  educated  by  nurses  in  the  experimental 
unit,   after  intervention,   scored  significantly  higher  than 
patients  educated  by  nurses  in  the  control  unit  during  the 
same  time  period. 

The  second  null  hypothesis  was  used  to  examine  the 
relationship  between  the  data  collected  on  the  dependent 
variable   (the  patient  questionnaire  scores)   and  the  data 
collected  from  a  review  of  nurse-recorded  teaching  inter- 
ventions as  reported  in  the  patients'  medical  records  was 
examined  by  computation  of  the  Pearson  correlation  coeffi- 
cients for  pretest  and  posttest  occasions   (see  Table  3) . 
A  correlation  value  of  r  =  .82  was  observed  for  the  two 
variables  prior  to  the  experimental  treatment   (time  1)  and 
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Table  3 

Correlation  Coefficient  Comparisons  Between  Patient 
Questionnaire  Scores  and  Data  Collected  from 
Review  of  Nurse-Recorded  Teaching 


Patient  Questionnaire  Scores 

Pretreatment  Data 

Posttreatment  Data 

Nurse-Recorded  Data  0.81623 

(0 .0001) 

0.80949 
(0.0001) 

an  r  =  .81  was  observed  from  data  collected  posttreatment 
(time  2) .     Both  correlations  were  significantly  greater  than 
.00   (probabilities  of  occurrence  substantially  lower  than 
alpha  of  .01).     Therefore,   there  was  substantial  agreement 
between  patient  reports  and  nurses'   reports  of  the  inci- 
dence of  instruction.     This  agreement  represented  an  in- 
dependent validation  of  the  measure  used  as  a  dependent 
variable  in  this  study. 

Nurse  Participation  Evaluation  Results 

2ach  nursing  participant  was  asked  to  rank  order 
(a)   the  five  predominant  pulmonary  patient  problems,    (b)  the 
five  patient  problem  areas  most  difficult  to  teach,  and 
(c)    the  five  primary  barriers  to  hospital  staff  nurse  patient 
teaching.     All  nurse  participants  agreed  that  shortness  of 
breath  was  the  primary  pulmonary  patient  problem  and  that 
psychosocial  problems  were  the  most  difficult  problem  areas 
in  which  to  do  patient  teaching. 
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Smoking  was  the  only  other  problem  area  defined  by 
both  the  control  and  experimental  group  nurses  as  one  of 
the  top  five  pulmonary  patient  problems.     The  control 
group's  ranking  included  psychosocial  problems  and  insuf- 
ficient activity  or  exercise.     The  experimental  group 
nurses'   ranking  of  primary  pulmonary  patient  problems 
included  ineffective  airway  clearance   (cough)   and  lack  of 
medications  knowledge . 

In  addition  to  identification  of  psychosocial  problems 
as  the  number  one  problem  area  in  which  to  teach,  both 
groups  were  in  agreement  on  ranking  diet  and  nutrition, 
medications  information,   smoking  behavior,  insufficient 
activity,  and  insomnia  as  problem  areas  of  teaching  dif- 
ficulty.    These  areas  were  identified  in  rank  order  as 
listed.     Table  4  provides  summary  data. 

Summary  data  on  identification  of  the  primary  barriers 
to  hospital  patient  teaching  by  the  staff  nurse  showed 
overall  participant  agreement.     In  rank  order  of  importance 
as  barriers  to  teaching,   the  experimental  group  identified 
lack  of  time,   lack  of  teaching  skills,   no  standardized 
procedures,  and  patient  resistance  and  the  control  group 
identified  lack  of  teaching  skills,   lack  of  time,  patient 
resistance,  and  no  standardized  procedures.     These  data 
are  reported  in  Table  5 . 

There  was  some  general  agreement  among  all  of  the 
nurse  participants  that  their  patient  teaching  had  increased 
and  improved  in  quality  during  the  period  of  investigation. 
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Table  5 

Experimental  and  Control  Group  Comparison  of 
Nurse-Participant  Identification  of 
Barriers  to  Patient  Teaching 


Total  Scores* 
Barriers  to  Patient  Teaching 

Barriers   

Experimental  Control 


Physician  Resistance 

14 

7 

Lack  of  Time 

70 

44 

No  Standardized  Procedures 

33 

34 

Teaching  Content 

26 

21 

Patient  Resistance 

28 

35 

Teaching  Skills 

37 

50 

Low  Administrative  Priority 

4 

14 

*A  score  of  80  would  result  from  a  unanimous  selection. 


Among  the  control  group  nurses   (n  =  16)    seven  reported  an 
improved  quality  of  patient  teaching  and  eight  reported  an 
increase  in  number  of  patient  teaching  interventions.  In 
the  treatment  group   (n  =  16)    14  reported  an  improved  quality 
of  teaching  and  13  reported  an  increase  in  the  number  of 
patient  teaching  interventions. 

The  nurses  in  the  experimental  group  rated  the  separate 
components  of  the  treatment  program  as  to  their  value  to 
them  on  a  scale  ranging  from  no  help   (1)   to  very  valuable 
(5) .     The  mini-modules  and  the  resource  materials  for  both 
nurses  and  patients  received  no  rating  of  less  than  a  four 
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(above  average  in  value) .     The  self-instructional  module  on 
the  teaching-learning  process  received  a  rating  of  average 
in  value   (3)   from  three  of  the  nurse  participants  and  a 
rating  of  above  average  from  the  other   (13)  participating 
nurses.     Two  of  the  experimental  unit  nurses  rated  the 
orientation  workshop  as  average  in  value.     Of  the  remaining 
nurses  nine  scored  the  workshop  as  very  valuable   (5)  and 
five  scored  it  above  average  in  value   (4) .     If  each  of  the 
16  nurse  participants  had  rated  the  model  component  at  the 
maximum  level  of  value  of  five  points   (rating  scale  1-5) , 
the  total  evaluation  score  would  be  80  points.     The  mini- 
module  cards  received  a  total  score  of  78;   the  resource 
materials  were  evaluated  at  a  score  of  76;   the  self- 
instructional  module  received  a  total  of  6  4  points;  and 
the  orientation  workshop  was  evaluated  at  a  score  of  72. 
Summary  data  on  the  experimental  group's  evaluations  of 
the  program  components  are  reported  in  Table  6. 

The  majority  of  the  nurses  from  both  the  control  and 
experimental  units   (N  =  32)    reported  that  they  did  not  teach 
consistently  and  that  when  they  did  patient  teaching  they 
did  not  document  the  teaching  consistently.     In  response  to 
the  question  of  their  level  of  comfort  in  the  teaching  role 
only  one  nurse  participant  reported  feeling  uncomfortable 
in  that  role. 

The  testing  of  hypotheses  was  conducted  on  total  data 
collected.     However,   the  investigator  recorded  the  teaching 


61 


Table  6 


Experimental  Group  Nurses'  Evaluation  of  Model 
Treatment  Components 


Model  Component 


Evaluation  Rating* 


Mini-module  Cards 


78 


Resource  Materials 


76 


Self-instructional  Module  on 
Teaching  Process 


64 


Orientation  Workshop 


72 


*A  rating  of  80  points  represents  a  maximum  score. 

interventions  according  to  the  10  identified  problem  sub- 
categories as  follows:     shortness  of  breath,  ineffective 
airway  clearance,   insomnia,   incorrect  inhaler  use,  incorrect 
diet,   insufficient  medications  knowledge,   smoking,  physical 
inactivity,  psychosocial  problems  such  as  depression  or 
hostility,  and  insufficient  knowledge  about  the  use  of 
oxygen.     A  number  of  the  total  patient  sample   (N  =  100)  did 
not  receive  any  teaching  as  measured  by  either  the  patient 
questionnaire  or  the  teaching  interventions  recorded  in 
their  medical  records  during  the  period  of  study.     In  the 
control  group  20  patients  in  the  pretreatment  group   (n  = 
25)   and  16  patients  in  the  posttreatment  group   (n  =  25) 
were  observed  as  receiving  no  teaching  by  the  staff  nurse. 
In  the  experimental  group  18  patients  in  the  pretreatment 
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group   (n  =  25)   and  8  patients  in  the  posttreatment  group 
(n  =  25)   received  no  teaching  by  the  staff  nurse. 

The  most  frequently  reported  and  recorded  staff  nurse 
teaching  was  done  in  the  problem  areas  of  shortness  of 
breath,   ineffective  airway  clearance,  and  use  of  medications. 
Not  a  single  teaching  intervention  was  reported  or  recorded 
in  the  problem  area  of  sleep  pattern  disturbance,  although 
numerous  references  were  made  to  the  problem  in  medical 
records  and  comments  by  the  patients. 


CHAPTER  5 

SUMMARY,    CONCLUSIONS,   AND  REC0I'4MENDATI0NS 

The  value  of  patient  education  is  documented  in  the 
literature,  but  there  is  little  evidence  that  the  staff 
nurse  is  teaching  patients.     This  research  study  was  under- 
taken to  develop  and  test  a  model  for  increased  involvement 
of  hospital  staff  nurses  in  pulmonary  patient  education. 
The  model  comprised  five  components:      (a)   a  set  of  10  mini- 
module  information  cards,  each  directed  to  a  specific 
pulmonary  patient  problem;    (b)   resource  materials  for  the 
nurse's  reference;    (e)   handout  materials  for  distribution 
to  patients;    (d)   a  self-instructional  module  on  the  educa- 
tional process  as  related  to  patient  teaching;   and   (e)  an 
orientation  workshop  for  hospital  staff  nurses.  Testing 
of  the  model  was  done  through  use  of  a  separate-samples, 
pretest-posttest  control  group  design.     Statistical  analysis 
procedures  employed  the  t  test  and  the  Pearson  correlation 
coefficient  to  test  the  null  hypotheses. 

The  investigation  was  conducted  in  two  general  medicine 
units  of  a  550-bed  medical  center.     This  naturalistic  set- 
ting did  not  allow  for  conduction  of  a  pure  experimental 
design  study,  but  it  provided  conditions  which  were  simi- 
lar to  the  situation  to  which  the  study  results  would  be 
generalized.     The  hospital  setting,  by  virtue  of  its  very 
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nature,  provides  a  dynamic  and  ever-changing  environment 
for  research.     Working  within  the  bureaucracy  of  a  550-bed 
medical  center  necessitates  adherence  to  a  protocol  of 
procedures  and  approvals.     A  detailed  report  on  the  natural- 
istic setting  of  this  study  is  presented  in  Appendix  G  in 
order  to  insure  that  no  one  considering  replication  of  this 
study  will  underestimate  the  possible  complexities. 

The  patient  population  consisted  of  25  patients  in 
each  of  four  groups   (N  =  100) ,   two  pretreatment  and  two 
posttreatment  groups.     The  patient  population  of  the  study 
was  composed  of  diagnosed  chronic  lung  disease  patients. 
Their  reasons  for  hospitalization  varied,  but  by  virtue  of 
their  disease  their  pulmonary  problem  needs  were  comparable. 

The  16  nurses  employed  in  each  of  the  two  hospital 
study  units  provided  the  nurse  participant  sample  popula- 
tion (N  =  32) .     No  effort' was  made  to  study  the  teaching 
performance  of  any  individual  nurse.     There  was  no  attrition 
in  either  the  experimental  or  control  units  during  the 
investigation.     The  staff  nurse  sample  in  each  unit   (n  =  16) 
remained  the  same  throughout  the  five-month  period  of 
study . 

Data  from  two  measurements  of  staff  nurse  teaching 
performance  were  collected.     The  investigator  reviev/ed  the 
medical  records  of  each  patient  in  the  study  population 
and  inventoried  (tallied)   each  nurse-recorded  teaching 
intervention.     During  the  same  period  of  time  the  investi- 
gator interviewed  the  patient  sample   (N  =  100)    using  a 
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questionnaire  designed  to  measure  the  teaching  done  by  the 
staff  nurse.     Data  collected  from  patient  questionnaire 
responses  were  used  in  testing  of  the  null  hypothesis 
that  there  was  no  statistically  significant  difference 
between  the  mean  patient  questionnaire  score  for  patients 
in  the  posttreatment  experimental  group  and   (a)   the  mean 
patient  questionnaire  score  for  patients  in  the  pretreatment 
experimental  group,    (b)   the  mean  patient  questionnaire 
score  for  patients  in  the  pretreatment  control  group,  and 
(c)   the  mean  patient  questionnaire  score  for  patients  in 
the  posttreatment  control  group.     The  t  distribution  com- 
parisons at  the   .05  level  of  significance  for  each  contrast, 
with  an  overall  experiment-wise  error  rate  of   .15,  justified 
rejection  of  the  hypothesis  and  offered  substantial  evidence 
of  the  treatment's  effectiveness. 

A  second  hypothesis  that  there  was  no  significant 
positive  relationship  between  the  patient  questionnaire 
scores   (dependent  variable)   and  the  nurse-recorded  teaching 
was  tested  with  the  Pearson  r.     A  pretreatment  correlation 
value  of  r  =  .82  and  a  posttreatment  correlation  value  of 
r  =  .81  rejected  the  second  null  hypothesis. 

Pretreatment  data  collected  from  review  of  medical 
records  and  questionnaire  information  solicited  from 
patient  interviews  found  38  of  50  patients  studied  did  not 
receive  any  staff  nurse  teaching.     Of  this  number,   20  un- 
taught patients  were  in  the  control  group  and  18  untaught 
patients  were  in  the  experimental  group.     This  lack  of 
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teaching  occurred  even  though  there  were  numerous  recorded 
indications  that  the  10  pulmonary  problems  identified  for 
teaching  were  well  documented  as  existing.  Posttreatment 
data  disclosed  that  26  of  50  patients  studied  received  no 
teaching  from  staff  nurses,  but  the  untaught  patients  in 
the  experimental  group  numbered  9  as  compared  with  17 
untaught  patients  in  the  control  group. 

The  nurses  who  participated  in  the  study  completed 
evaluation  questionnaires  relative  to  pulmonary  patient 
education.     Among  the  experimental  group  nurses,   8  7.5% 
perceived  an  improvement  in  the  quality  of  their  patient 
teaching  during  the  investigation  as  compared  with  43.7% 
of  the  control  group  nurses.     In  evaluation  of  their  number 
of  teaching  interventions,   81%  of  the  experimental  group 
nurses  and  50%  of  the  control  group  nurses  perceived  an 
increase  occurred  during  the  study  period. 

All  nurse  participants  were  in  general  agreement  that 
the  four  primary  barriers  to  patient  teaching  were  lack  of 
time,   inadequate  teaching  skills,    lack  of  standardized 
procedures,  and  complexity  of  content.     Patient  resistance 
was  also  frequently  cited  as  an  obstacle  to  teaching. 

The  experimental  group  nurses  were  asked  to  evaluate 
the  value  of  the  treatment  model  in  helping  them  to  improve 
their  patient  teaching.     Thirteen  of  the  nurses  evaluated 
the  value  of  the  model  in  the  above  average  range.  Three 
of  the  nurse  participants  rated  the  program  and  materials 
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as  average  value  in  helping  them  improve  their  patient 
teaching . 

Conclusions 

This  study  supports  the  findings  of  other  research 
reported  in  the  literature  that  reflected  a  general  lack 
of  patient  teaching  by  hospital  staff  nurses.     Of  the  50 
patients  interviewed  prior  to  implementation  of  the  experi- 
mental treatment,   7  6%  received  no  teaching  from  the  staff 
nurse.     Since  patient  teaching  is  well  defined  as  part  of 
the  staff  nurse's  role,   this  study  supports  the  conclusion 
that  a  problem  exists  between  the  hospital  nurses'  defined 
role  and  their  actual  patient  teaching  performance.  Since 
the  value  of  patient  education  is  also  well  documented  in 
the  research  literature,  a  model  for  increasing  hospital 
staff  nurse  teaching  would  be  of  value  in  the  health  care 
delivery  system. 

Seven  reasons  for  the  staff  nurses'   lack  of  active 
involvement  in  patient  teaching  were  defined  in  the  study's 
participant  evaluation  questionnaire.     Nurses  in  the  study 
identified  four  primary  barriers  to  involvement  in  patient 
teaching:      (a)    lack  of  time;    (b)    inadequate  educational 
skill;    (c)   inconsistent  nonstandardized  procedures,  both 
for  teaching  and  documentation;   and   (d)   complexity  of 
teaching  content.     These  barriers  to  patient  teaching  were 
also  identified  in  the  literature.     The  conclusion  of  the 
investigator  was  that  a  model  for  increasing  the  patient 
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teaching  done  by  the  hospital  staff  nurse  must  address 
these  barriers  before  its  use  could  anticipate  any  degree 
of  success.     The  model  developed  and  tested  in  this  study 
was  designed  to  address  the  primary  barriers  to  staff  nurse 
involvement  in  patient  teaching.     The  defined  teaching  points 
were  planned  to  be  short  and  directed  to  a  patient  problem 
in  order  to  encourage  teaching  as  an  integral  part  of 
nursing  care  and  the  nurses'  daily  contacts  with  patients. 
The  model  also  related  each  teaching  point  to  a  shortened 
form  of  explanation  that  facilitated  easier  written  docu- 
mentation.    In  addressing  the  barrier  of  complexity  of 
information,  a  resource  file  of  single  pages  of  information 
directed  to  specific  teaching  points  was  included.  The 
resources  were  designed  in  two  sets,  one  set  of  materials 
for  patient  handout  and  a  second  set  for  staff  nurse 
reference.     Finally,   the  experimental  model  addressed  the 
nurses'   lack  of  educational  skill  through  a  self-instruc- 
tional module  on  the  teaching  process  as  it  applied  in 
patient  education. 

This  investigation  was  initiated  with  the  expectation 

that 

1.  The  hospital  staff  nurse  was  not  actively  involved 
in  a  daily  program  of  patient  teaching. 

2.  A  model  could  be  developed  to  increase  the  staff 
nurses'   involvement  in  patient  teaching. 

Within  the  scope  and  delimitations  of  this  study  it  was 
concluded  that  the  first  expectation  was  correct.  Two 


measurements  of  the  staff  nurses '   involvement  in  patient 
education  were  used  for  data  collection:      (a)   scores  from 
a  patient  questionnaire  designed  by  the  investigator  for 
the  purposes  of  the  study  and   (b)   a  review  of  nurse-recorded 
teaching  as  documented  in  patients'  medical  records.  Pre- 
treatment  data  disclosed  that  76%    (38  of  50  patients)  of 
the  patient  sample  received  no  staff  nurse  teaching  during 
the  first  five  days  of  hospitalization. 

The  investigator  also  concluded  that  the  model  under 
study  effectively  increased  the  staff  nurses'  involvement 
in  pulmonary  patient  teaching  within  the  study  sample  popu- 
lation.    A  statistical  analysis  of  pretreatment  and  post- 
treatment  means  in  an  experimental  and  control  group  situa- 
tion showed  a  significant  difference  between  the  patient 
questionnaire  mean  of  the  posttreatment  experimental  group 
and  each  of  the  other  groups.     The  critical  analysis  rela- 
tive to  the  treatment  effect  was  the  comparison  of  the 
posttreatment  experimental  group  mean  and  the  posttreatment 
control  group  mean.     Statistically  significant  mean  differ- 
ences were  found  at  the  .05  level  of  significance  in  favor 
of  the  posttreatment  experimental  group  when  contrasted 
with  the  pretreatment  experimental  and  the  pre-  and  post- 
treatment  control  groups.     This  also  supported  the  conclusion 
that  within  the  scope  of  the  study  the  treatment  model  had  a 
significant  positive  effect  on  the  staff  nurses'  teaching 
performance.     Further,   the  conclusion  that  nursing  per- 
formance can  be  measured  by  either  patient  questionnaire 
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scores  or  a  review  of  nurse-recorded  teaching  was  evidenced 
by  a  positive  correlation  of  r_  >  .80  between  the  two 
measurements . 

The  data  summarized  from  the  nurse  participant  evalua- 
tions clearly  presented  the  problem  area  of  shortness  of 
breath  as  the  primary  pulmonary  patient  problem.     The  pre- 
dominance of  this  problem  is  further  supported  by  the  study 
data  that  showed  shortness  of  breath  as  the  problem  area  in 
which  the  greatest  number  of  teaching  interventions  was  re- 
ported and  the  teaching  area  in  which  the  nurses  were  the 
most  comfortable.     The  two  next  ranked  problem  areas  were 
ineffective  airway  clearance   (cough)   and  psychosocial  dis- 
turbance  (depression,  hostility,  etc.).     It  was  not  pos- 
sible to  draw  further  clear  conclusions  from  these  evalua- 
tions, but  the  data  provided  support  to  the  conclusion  that 
hospital  staff  nurses  are   (a)   frequently  uncomfortable  in 
the  patient  teaching  role  and   (b)   amenable  to  participation 
in  a  program  for  increasing  their  patient  teaching  involve- 
ment. 

Recommendations 

A  follow-up  survey  of  the  study  population  might  be 
valuable  in  providing  data  to  determine  possible  self-care 
differences  between  those  patients  who  received  teaching 
during  their  hospitalization  and  those  who  did  not  receive 
teaching.  Such  a  follow-up  study  could  provide  comparison 
information  on  subsequent  hospitalizations,  emergency  room 
visits  and  individual  assessment  reports  on  self-cara  skills 
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The  conclusion  of  positive  treatment  effect  within  the 
study  situation  and  sample  population  leads  the  investigator 
to  recommend  replication  of  a  like  or  similar  investigation. 
The  salutary  nature  of  this  study  lends  support  to  the 
recommendation  of  replication  in  that  costs  are  minimal 
and  the  treatment  is  beneficial  or  health  promoting.  Repli- 
cation would  allow  the  investigator  to  draw  stronger  con- 
clusions about  the  treatment  effect. 

In  addition  to  recommending  repetition  of  the  same  or 
a  similar  study,   it  is  recommended  that  the  key  elements 
of  the  model  be  adapted  for  use  with  all  hospitalized  chroni- 
cally ill  patients.     Although  the  model  was  developed  for 
pulmonary  patient  education,   the  basic  principles  could  be 
maintained  in  an  expanded  patient  teaching  program.  These 
basic  principles  are  as  follows:      (a)   to  address  the  prob- 
lem of  limited  time  by  use  of  mini-module  teaching  cards, 
(b)   to  define  the  teaching  points  in  terms  of  the  related 
patient  problem,    (c)   to  standardize  and  keep  to  a  minimum 
the  recording  procedures,  and   (d)   to  provide  training  in 
teaching  skills,  preferably  by  use  of  self-instructional  or 
self-explanatory  materials. 

The  following  recommendations  are  made  with  regard  to 
changes  in  the  treatment  model  used  in  this  study: 

1.     Reduce  the  orientation  workshop  time  and  make 
added  provision  for  the  nurses  to  role-play  patient  teach- 
ing and  observe  role-model  teaching. 


2.  Revise  the  mini-module  materials  on  medications, 
diet,  insomnia,  and  psychosocial  problems  to  be  broadly 
applicable  to  any  chronically  ill  patient. 

3.  Provide  for  some  system  of  reward  for  the  nurses 
who  increase  their  involvement  in  patient  teaching. 

4.  Develop  guidelines  for  the  hospital's  nursing  unit 
supervisors  and  patient  education  coordinators  on  their 
role  in  use  of  the  model  and  in  encouraging  staff  nurse 
involvement  in  patient  teaching. 

For  the  purposes  of  the  study,  the  terms  teaching  and 
education  were  used  interchangeably.     This  did  not  reflect 
a  lack  of  understanding  on  the  part  of  the  investigator 
that  there  was  considerable  difference  in  definition  of 
these  terms.     Improved  patient  education  by  the  hospital 
staff  nurse  was  the  long-range  goal  of  this  research,  but 
the  immediate  goal  was  an  increase  in  the  staff  nurses' 
teaching  performance.     The  need  for  this  first  step  was 
based  on  evidence  that  staff  nurses  were  not  doing  patient 
teaching  and  that  until  they  were  involved  in  teaching 
it  was  impossible  to  evaluate  whether  education  was  being 
accomplished.     A  final  recommendation,   therefore,   is  to  do 
a  follow-up  study  of  those  nurses  involved  in  the  first 
study  in  order  to  evaluate   (a)   continued  teaching  perform- 
ance and   (b)   increased  patient  knowledge  or  improved 
patient  compliance  with  medical  regimen. 


APPENDIX  A 
PULMONARY  PATI2NT  EDUCATION  ORIENTATION 
WORKSHOP  AGENDA  AND  OBJECTIVES 


"PULMONARY  PATIENT  EDUCATION" 
ORIENTATION  WORKSHOP 

AGENDA 

I.     Introduction  and  Program  Overview 

A.  Background  information  on  19  78  American  Hospital 
Association  study 

B.  Discussion  of  research  study 

C.  Nursing  participation  and  patient  sample 

D.  Evaluation  anonymity 

II.     Patient  Education  as  a  Part  of  Nursing  Care 

A.     Discussion  of  current  situation:     feelings,  prob- 
lems, methods  of  implementation 

3.     Professional  association  support  statements  (AHA, 
1977a,  1977b) 

C.  Research  evidence  of  the  value  of  health  education 

D.  Discussion  of  teaching  responsibility 

III.     Overcoming  Barriers  to  Hospital  Patient  Education 

A.  Definition  of  5-6  primary  barriers 

B.  Discussion  of  possible  solutions 

C.  Film:     "A  Day  in  the  Life  of  a  Patient"  (AHA, 
1978) 

D.  Discussion  of  teachable  moments 

IV.     Special  Needs  of  the  COPD  Patient 

V.     Review  of  the  Experimental  Program/Materials  and 
Me thods 

A.  Ten  problem  diagnoses  and  mini-modules  for 
teaching 

B.  Discussion  of  "fit"  with  nursing  process 

C.  Implications  in  other  chronic  disease  areas 


74 


75 


"Pulmonary  Patient  Education"  (continued) 
AGENDA — page  2 


D.     Resource  materials: 

1.  Supplementary  information  file  for  nurses 

2.  Handout  information  file  for  patient 
distribution 

VI.     Distribution  and  Discussion  of  Self-Instruction 

Module  on  The  Teaching-Learning  Process  in  Patient 
Education 

A.  Review  of  instructional  purpose  and  performance 
objectives 

B.  Highlights: 

1.  Communication  techniques 

2.  Patient  motivation 

3.  Evaluation  of  teaching 

C.  Formative  chekcs 

VII.     Implementation  of  the  Program/Recording  Procedures 
VIII.     Evaluation  Procedures/Contact  Hour  Requirements 
IX.     Questions  and  Discussion 


PROGRAI-1  GOAL:     To  increase  staff  nurse  involvement  in 

chronic  obstructive  pulmonary  patient 
education  through  the  use  of  an  experi- 
mental model 
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APPENDIX  B 
SELF-INSTRUCTIONAL  MODULE 


"The  Teaching-Learning  Process  in  Patient  Education" 


SSLF-inSTRUCTION 


MODULE 

on 

"THS  TSACHING-L2ARNING  PP.0C2SS 

in 

PATI2NT  SDUCATIO:;" 
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Se«  that 
quiet  man 
at  the 
end  of  the 
table? 

He's  making 

a  valuable  contribution 

to  the 

conversation. 

He's  lisieniTig! 
Everyone  else 
is  talking, 
but  he's  listening. 
Q     The  old  proverb  goes : 
"One  vair  of  ears 
draws  dry 
a  hundred  tongues." 
If  you  keep  taiking, 
you  only  say 
what  you  already  know. 
If  you  listen, 

you  may  learn  something 
you  didn'tknow, 
Conversation 
is  a  lot  like 
table  tennis. 
Fing!  Say  something 
witty, 

constiTictive, 
provocative. 
But  don't  forget  to 
pong! 
It's  easy. 
Just  sto',)  talking 
a  minute— 
and  listen  1 
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THE  TEACKING-LZARNIIIG  PROCESS 
IN 

PATIENT  EDUCATION 


Instructional  Objective: 

Relate  the  knowledge  and  skills  of  the  teaching-learning 
process  to  the  role  of  the  nurse  as  a  patient  educator. 

Definitions: 

Patient  education  -  a  teaching-learning  intervention  for 
the  purpose  of  helping  patients  better  aanage  their  illness, 
through  implenentation  of  planned  opportunities  for  learning. 
(Used  interchangeably 'with' patient  teaching) 

Assessment  -  the  process  of  data  collection  and  review  to 
deteraine  needs  and  state  of  readiness  for  learning 

Planning  -  the  process  of  deteraining  specific  learning 
objectives;  defining  directions,  actions  or  opccrtanities  fc 
reaching  objectives;  and  establishing  priorities. 

Evaluation  -  study  of  the  outooae  of  an  action  or  nlann^^d 
series  of  actions  or  experiences  to  deteraine  the  wo'-th"  or 
value  in  fulfilling  the  purpose  for  which  the  action  was 
designed . 

Formative  evaluation  -  evaluation  for  the  purpose  of  hela- 
ing  the  practitioner  or  planner  work  more  effectively  at" 
each  phase  or  stage  in  the  implementation  of  a  progran, 

Summative  evaluation  -    determination  of  the  success, 
strengths  and  weaknesses  of  a  completed  progran.  This 
overall  study  is  a  basis  for  continuation  or  revision  of 
a  program. 

Outcome  expectations  -  beliefs  abou-  whether  a  :riv»n 
havior  will  lead  to  an  expected  outcome.  °  ' 

Efficacy  expectations  -  beliefs  about  one's  own  caoabil^-tv 
01  performing  that  behavior  that  will  lead  to  a  3Deci'"-!c  ~  " 
outcome. 

Performance  Objectives:     As  you  work  through  this  module  you  vill 

1.  Identify  the  steps  in  the  teaching-learning  orocess  as 
they  re^a.e  to  the  nurses'  role  in  patient'education. 
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2.  a.   Identify  a  patient  problem  and  write  an  exaanle  for  each 

of  the  Table  II  interview  skill  techinaues. 

b.  Demonstrate  an  understanding  of  the  responsibilities  of 
the  nurse  as  a  patient  teacher. 

3.  Develop  at  least  two  specific  strategies  to  oronote  catient 
learning  and  be  prepared  to  share  "hem  in  class  or  aoolv 
then  in  the  hospital  setting.  ' 

4..  Design  an  educational  program-for  a  patient  "of  your  choic°. 
Provide  a  description  of  the  patient  and  family;  write 
learner  objectives;  outline  strategies,  resources  and  teach 
ing  aids  to  be  used;  identify  "teachable  noments";  and 
list  possible  barriers  or  problens  zo  be  considered." 


Learning  Resources 

The  ninimua  resources  needed  for  comtDletion  of  this  3odu''='  ar" 
included  in  the  module.     Additional  information  can  be  obtained 
by  reading  from  the  listed  references.     Particularly  recomaende'^ 
for  reaamg  is  the  .Mational  League  for  Nursing  booklet,  °at^°-t 
Education .   


Objectives  Checklist 

)  1.  Foraati-^e  questior^naire  on  the  teaching-learning  orocess, 
;  ^.a.     Goapletion  of  one  examole  each  of  the  intervipwi^g 

skills  techniques.  * 
)       b.     CompleTiion  of  questionnaire  on  resoonsibilities  of 

the  nurse  as  a  patient  teacher. 
)  3.     Two  strategies  for  teaching  specific  content  or  skills. 
;  4.     i'aoient  eaucation  program  olan  for  an  identif - 
patient. 


Learning  Resource  1 


The  Teaching-Learning  Vrocc^;^ 


The  steps  in  the  educational  process  are  basically  the  samo  ?  =: 
tnose  m  the  nursing  process:     assessment,   olan.;!!^?:  L-.lecen 
tation  and  evaluation.     The  process  is  sequential  i^  nature  bu^ 
abrr'ni^H^        the  hospital  setting,   there  is  often  consider-" 
able  flow  back  and  forth  between  the  srecs.     Patient  edu-at^^n 
will  not  profit  from  an  overemphasis  on  the  teaching  crocess^bu- 
many  of  the  strategies  can  be  integrated  into  the  nSr  se  •  s  ^a- °v " 
interactions  with  the  patient.  be  s  ^a._y 
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Assessnent:     Assess-ient  relevant  to  catient  education  ^-on-er-s 
una  pa-.ient  s  v.eeas.   present  knowledge  and  exDerience,  readiness 
motivation  and  lifestyle.     Once  a  professional  nurse  has  beccn' 
comfortaole  with  the  forraal  process,   assessment  n,ay  become  a 
nore  mforaal  procedure  with  no  loss  in  value.     Faail^a-ity  viLh 
a  comprehensive  history  questionnaire  will  Drove  a  knowiedL 
-ase  lor  asking  the  right  questions  during  informal  converla- 
tions  and  for  making  the  needed  observations. 

Readiness  reflects  the  patient's  ability  or  casac^'tv  to 
unders.ana  a  particular  topic.     This  ability     k  r^iose-/ 
tied  to  the  physical  and  enotional  state  and  in  some  " 
msoances  it  aay  be  appropriate  to  refer  a  oatient  for 
counseling  and  delay  teaching  or  provide  infornation  *o 
a  family  meioer. 

Readiness  also  relates  to  the  material  (information)  a"d 
.he  metnoa  of  teaching.     Learners  must  have  the  nec-ssarv 
prerequisite  experiences  and  knowledge  and  thev  must 
competent  m  those  areas  required  for  the  inf ormation^Ix- 
change,   i.e.  reaamg,  sight  and  hearing,  manual  dexterity. 

Motivation,  although  often  synonymous  with  readiness,  ^s 
Ttlll  separately  as  the  patient's  desire  to  lia-n 

There  are  several  dimensions  tc  motivation.  -^ea.n. 

.  Learning  is  most  effective  when  the  patient  wants  -o 
Jnf™?r^^°^\  The  more  closely  you  can  relate  ;our 
information  to  the  felt  needs  of  the  patient,   the  mor^ 
likely  the  patient  will  be  to  respond  nositi'/eiy  and 
use  the  information.     When  you  are  with  patients  vou 
shouxd  watch  and  listen  for  clues  of  wha?  concerns  th^n 
Use  their  concerns  as  lead-ins  for  teachirg  .-moortant 
points.     Ask  open-ended  questions  which  caf  h'e^p  ^hej 
reveal  their  concerns.  ^ 

Patients  vary  in  their  willingness  to  manage  thei- 
disease  themselves.     It  is  important  to  asfessyoir 
pa.ient's  desire  for  participation.     Some  oatlen^s^- 
.til  ''^^::*  ^'^^y  treated  as  partners  in  their  oCr 

care.     Other  patients  are  reluctant  to  ^  ear-  and  "^"p 

^^^^ditional  authority  figure  approach  maj  be  t'e 
!?^nT''^r^^^^  activator.     Giving  the  nati ent'^so'e 
simple  choices  to  make  first  may  encourage  mo^;  ac-v. 
decision-making  later.  ^  ac.^/e 

Sources  of  patient  motivation  need  to  be  identify"  ed 
}Lt^  i-nportant  not  to  "give-up"  but  to  seek  wayi^o 
increase  the  patient '  s  ■  motivation  ^evf>^  . 
with  patients  watch  for  signs  of  th:ir';ou":erof  '" 
motivation.     When  a  patient  is  poorl.v  ™oti;;t:d  some 
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of  the  signs  will  be     -  poor  eys  contact 

-  vague  responses 

-  fading  voice 

-  efforts  to  direct  your  atten- 
tion elsewhere 

-  outright  denial  of  need  or 
ability 

Respond  to  these  signs  by  breaking  information  down  into 
snail  pieces  and  look  for  moments  when  the  oatient  seems 
aost  alert  and  receptive.     Try  to  involve  a" faailv  mem- 
ber who  is  motivated  to  help  and  consider  making  '•efer- 
ral  for  followup  teaching  after  discharge. 

Knowledge  of  what  the  patient  already  understands  and 
acknowledging  that  to  the  patient  is  a  key  to  establishing 
rapport.     Listening  is  essential  to  discover  not  onlv  what 
the  knowledge  level  is  but  also  how  the  patient  interprets 
information.     Here  again  the  open-ended  question  will' 
serve  you  well.    "Sxaaples  are,   "What  medications  were  you 
taking  before  you  were  hospitalised?"  or  "What  did  your 
doctor  advise  you  to  do  for  shortness  of  breath?" 

The  patient's  experiences  with  the  recommended  regimen 
may  be  either  a  positive  or  negative  force  to  further  learn- 
ing.    Assess  the  previous  knowledge  and  its  accuracy  and 
also  try  to  identify  problems  and  attitudes  about  the  value 
of  the  medication  or  therapy  program.     You  may  need  to  hei d 
a  patient  "unlearn"  misinformation  or  reverse  a  neeat^'ve  " 
attitude.  ^ 

Lifestyle  is  important  to  assess  since  it  strongly  af^ecs 
the  patients'  compliance  when  thev  return  home.     If  your' 
recommendations  will  be  difficult  or  imocssible  to  follow 
m  the  home  situation,   it  is  likely  that  the  reg-^m-n  is 
doomed  to  failure.     When  assessing  lifestyle  you  might  ask 
the  patient  to  describe  a  typical  day  or  night.  Because 
family  members  can  either  support  or  block  the  pati-nt's 
self-care  program,  they  are  a  resource  to  be  considered  in 
your  assessment. 

planning:     Planning  is  frequently  a  formal  crocess  and  is  a 
time-consuming  step.     Planning  for  patient  education,  however 
IS  more  likeiy  to  be  informal  and  less  involved.     The  ^»re-a^ ' 
educational  needs  of  most  illness  are  already  d ef ined . ° ^'u^th-- 
the  hospitalized  patient  is  seldom  amenable  to  extensive  oH„ca'"  ' 
.ional_ sessions  even  if  you  had  the  time  to  devote  to  teaching 
.he  primary  goal  of  your  planning  is  to  ensure  that  the  overal^" 
learning  oojectives  are  adapted  to  the  individual  pat^-»n+  TM- 
also  means  using  appropriate  resources  and  planning  to%ncouraee 
the  patient  to  actively  participate  in  the  learning  W-en  =nd 
wnereever  possible.     Patient  education  olanning  should  ^ev-- 
obstruct  taking  advantage  of  unexpected  occasions  for  patiert 
learning,     ^.etting  specific  times  for  teaching  is  often  imjcs-^^b^e 
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-r::3lener.tati3n:  Learning  car.  be  prosicted  in  a  variety  of  vays . 
Some  of  these  are  discussed  in  this  learning  resource  but  other 
strategies  can  bs  found  to  be  equally  effective. 

Positive  reinforcement  aeans  simply  to  encourage  the 
patient  by  giving  positive  feedback  whenever  possible. 
This  may  be  done  not  only  with  words  but  also' with  facial 
expression,  a  touch  or  other  sign  that  you  are  pleased 
with  the  patient's  progress. 

Use  of  examples^  is  an  excellent  way  to  coaaunicate  infor- 
mation.    Instead  of  telling  the  patient  to  eat  a  nutri-" 
tious  snack  between  meals,  give  several  examples  of  good 
snacks.     Vhen  you  are  not  sure  of  the  patient's  understand- 
ing, it  is  equally  helpful  to  ask  for  an  example  in 
explanation. 

Encourage  questions  and  find  ways  to  give  the  oatient  the 
confidence  to  fe.el  comfortable  asking  questions.     You  can 
help  the  flow  of  questions  with  approcriate  pauses  and" 
statements  such  as,   "Would  you  like  to  go  over  that  again?" 
Avoid  medical  jargon  unless  it  is  something  the  oatient 
will  probably  hear  often  and  will  need  to  understand. 

Provide  ooccrtunities  for  return  demonstration.  The 
patient  will  usually  gain  more  from  information  orovided 
is  given  an  opportunity  to  reexplain  or  demonstrate  und'^r- 
standing.     Role  playing  can  be  valuable  to  helo  oatients 
practice  dealing  with  situations  they  anticioate" will  be 
difficult. 

One  important  thing  to  remember  in  both  planning  and  iaDlenen- 
tation  is  that  the  patient  does  not  have  to  be  orovided' with 
every  detail  relative  to  the  disease  or  problem'.     A  few  of  the 
aost  important  points  which  will  be  remembered  and  used  are 
better  than  a  "full  course"  which  will  only  serve  to  ov^-whel- 
Reierran  may  be  made  for  additional  information  to  be  giv«n  bv' 
the  home-care  nurse  or  at  an  outpatient  clinic. 

Evaluation:     Evaluation  must  occur  throughout  the  teaching  as 
you  look  for  signs  that  the  patient  understands  or  seems  inter- 
ested.    Asking  the  patient  to  do  a  return  demonstration  or  exc^a- 
nation_is_one  way  of  determining  the  level  of  understanding^. 
Table  i  gives  suggestions  for  way  to  evaluate.     One  wav  to^ia- 
prove  your  patient  teaching  is  to  listen  to  yourself  on  a  ^-a 
recording.     As  you  listen  to  the  tape  you  can  check  yourself 
the  following  list.     Did  you 

-  give  the  patient  an  overview  of  what  will  be  exolained 

-  use  visual  aids  or  examples 

-  explain  any  medical  terms  used 

-  reinforce  positive  attitudes  or  behaviors 

-  nave  the  patient  practice  using  new  information 

-  proviae  the  patient  with  immediate  feedback 
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-  encourage  patient  questions 

-  ask  the  patient  for  examples  of  situations 

-  help  the  patient  anticipate  problens 

-  use  open-ended  questions  and' "listen"  to  learn 

-  sum  up  or  have  the  patient  sum  up 

The  concept  of  evaluation  as  either  sumoative  or  fornative  is 
appropriate  to  patient  education.     In  most  instances,  formative 
evaluation  is  the  most  relative,   since  it  is  important  for  the 
nurse-teacher  to  critique  the  instructional  process  in  order 
to  facilitate  learning.     Such  formative  evaluation- can  be  used 
by  both  the  teacher  and  learner  to  determine  what  learnim? 
activity  needs  to  be  reinforced  or  repeated.     Suanative  evalua- 
tion, or  assessment  of  the  overall  teaching  effectiveness,  has 
limited  value,  since  the  patient's  discharge  from  the  hospital 
often  precludes  followup  or  sometimes  even  completion  of  an 
educational  program.     The  primary  value  of  summative  evaluation 
is  to  provide  a  critical  look  at  the  total  instructional  effort 
from  the  viewpoint  of  .teaching  improvement  with  the  next  oatien 


Formative  Checkr  Learning  Activity  1 

Administer  yourself  the  following  check  on  the  teaching-learn- 
ing process.     When  you  have  completed  all  items,  check  vour 
answers  at  the  end  of  the  check-list.     If  you  did  not  answer 
all  of  the  questions  correctly  you  may  want  to  reread  the  relat 
ed  resource  material. 


Formative  Check:  Performance  Objective  1 

Classify  each  of  the  following  items  as  related  to  the  teaching' 
learning  steps  of  assessment  (A),  planning  (P) ,  implementation' 
or  evaluation  (S)  . 


  1 •   "Do  you  mind  showing  ne  how  you  use  your  inhaler?" 

  2.  A  demonstration  of  diaphragmatic  breathing 

  3.   "What  did  Dr.  Jones  tell  you  about  your  diet?" 

  A  patient  checklist  of  learning  objectives 

  5.   "Who  do  you  have  at  home  who  is  able  to  help  vou?" 

  6.   "Now  that  we've  talked  about  your  medications,   can  you 

tell  your  family  why  the  doctor  prescribed  Thec-dur?" 

  "^'d  glad  you  asked  that  -  it  is  an  important  point." 


  3.  The  patient  in  301   needs  to  learn  to  cough  productiyely 

  9.  Referral  to  a  clergyman 

 ICf'This  ij  called  an  I.?.?. 3.   nachine  aachine  which  stands 

for  in." eraittant  positive  pressure  breathing.     That  is 
raedioal  jargon  for  ..." 

 11.  "Whan  a  friend  wants  to  know  what  emphysena  is,  what  do 

you  say?" 

 12.  A  nodel  of  the  lungs  and  diaphragni 

 13.  "Vhat  questions  do  you  have  about  your  aedicines?" 

 14..  "Let  rae  show  you  how  to  breathe  through  pursed  lies." 

 15.  "Would  you  mind  if  I  recorded  ay  explanation  cf  ,..?  We 

can  play  it  bask  and  see  if  I  left  out  any  iaporta^.^ 
details." 


Answers  to  Foriative  Check  1 
1  .     A  (or  S) 

2.  I 

3.  A 
L.  ? 
5.  A 

Soae  of  the  above  itens  could  be  interpreted  as  a  different 
step  in  the  teaching-learning  process.     Mark  those  you  would 
like  to  discuss. 


6. 

1 1  . 

E 

7. 

I 

12. 

I 

8. 

p 

13. 

A 

9. 

A 

U. 

I 

10. 

I 

15. 

Learning  Resource  2 


Effective  Comaunication 


Effective  conaunioation  is  a  "key"  to  facilitating  learnin:^. 
Comnunication  requires  skill  development  as  well  as  knowledge. 
The  content  to  be  conaunicated  is  the  basic  need  but  unless  the 
other  components  of  good  communication  are  cresent  it  is  unlike 
ly  that  the  content  will  "change"  the  learners  attitude  or  be- 
havior . 
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What  are  some  of  the  skills  needed  for  c oanunication? 

•     Creating  a  cll-rate  for  coHHur.igation  calls  for  f eed-for 
ward  instruction.     Three  princiaies  are  innortant  to  feed- 
forward instruction:   the  teacher's  role  is' a)   to'  facilitate 
access  to  inforaation.  b)   to  share  rather  than  transnit." 
and  c)   to  let  the  learner  exnerience  rather  than  hea-  hoy 
it  is . 

2.     Interviewing  is  integral  to  the  interaction  of  zhe  nurse 

and  patient.     The  interview  is  used  ^hroughout  the  teaching- 
learning  process  and  involves  asking  questions,  clarifying 
responses  and  listening.     The  technioues  of  intervi°wirg" 
are  -escribed  in  Table  II.  "  -  -s 

^'     Speaking  the  saae  language  aeans  more  than  just  the  sane 
native  tongue.     The  teacher  needs  to  be  sure  that  orofes- 
sional  jargon  is  left  behind  and  also,   to  be  sure  the  "vo-ds" 
have  tne  intended  Taeaning  to  the  learner.     There  is  skil"" 
required  to  discover  what  was  "heard"  witho-t  being  obtru- 
sive.    Practice  by  role-playing  with  colleagues.     Table  11^ 
suggests  an  evaluation  fora  which  can  be  helcful.     In  a 
role-playing  situation  one  member  of  the  grouc  aay  serve 
as  the  observer  and  use  the  forn  to  record  the  skills  dem- 
onstrated. 

In  the  role  of  patient  educator,   the  hospital  staff  nurses  have 
a  responsibility  to: 

-  adjust  and  reconcile  the  messare  to  acoomdate  the  ind-vidua"" 
patient.     The  message  must  be  presented  in  lay  language  suit- 
able for  the  level  of  the  individual  patient.     This  i.nvolv  =  s 
assessi.ng  the  patient's  communications  skills  and  deterairing 
t..e  neea  to  adapt  both  language  and  method  of  presentation. 

-  involve  the  patient.     Your  patient  should  be  looked  upon  as 
a  partner  in  the  communication  process.     Giving  the  aessage 

ft  5[°^'"f?r^"^^°"^^„rf?°'"''^^^^"y  one-way  communication 

t-n?  o  answer.  "Telling"  is  not  enough,  since  it  is  imocr- 
th^.ll  t  ""^f^stanaing  and  make  some  prediction  about 

the  use  of  the  inforaation.     The  nurse  must  recognize  the 
t^ll^f.         ^  ^'^l^^'^l^  resource  who  can  be  actively  oarticiT^a- 
tmg  m  the  planning,  implementation  and  evaluation*  process es . 

-  know  the  commu.nity  resources  available  to  your  oatient  and 
Jo\h^,  ^  position  to  refer  the  patie.nt 
assJS?  wl^r'^r^'P  °^g^^-i=^ati°ns  OT  professionals  preoared  to 
assist  with  solution  of  a  variety  of  problems  or  orov^ sion  cf 
?!!^^^,f°°^^  ^^•'i  services..     In  dses  where  it  ^p::lkls'lhll 

ioLr^'       "^J  ^°  f°ll°--'"P.  n-^rse  should  be 

ready  .o  provide  additional  suggestions  or  direct  help 
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-  personalize  their  approach.     In  this  age  of  -.ass  croductior 
lapersonalization  is  al:!io3T;  a  fact  of  life.     Effective  coca 
nication  through  a  uass  media  approach  is  sossible  unde- 
certain  conditions.     Patient  education,   however,  is  Tot  a 
process  calling  for  such  a  strategy.     The  face-to-face  ao- 
proach  provides  the  best  climate  for  the  oersonal  interact- 
needed  to  ensure  that  the  message  falls  on  listening  ears 
and  that  the  motivation  to  act  on  the  message  is  present. 


Formative  Check:     Learning  Activity  2 

Following  are  two  checks  on  effective  cocmunication  in  catient 
oeacniag.     Check  your  answers  by  discussing  them  in  class  o" 
with  your  colleagues.     Reread  the  learning  resource  material  if 
you  find  you  are  having  difficulty. 


Formative  Check:  Performance  Objective  2. a 

Identify  a  patient  problem  which  calls  for  an  educational 
approach  and  write  an  example  for  each  of  the  interviaw  sk^ ' i 
techniques  from  Table  II. 

Patient  problem: 


lechnioue  Example 
Asking  questions 

a.  Open-ended  ^  

b.  Closed  

Clarifying  responses 

a.  Open-ended  probes   


c.  Phrase  repitition 


o.  Validating 


Listening  actively 
a.  Nonverbal  cues 


b.  Nonintmsive 
supports 


c.  Focusing  your 
listening 


Foraative  Check:     Objective  2.b 

In  each  of  the  four  areas  of  responsibility  for  the  nurse- 
teacher  answer  the  qufestions  provided  below. 

1 .  Adjust  and  reconcile  the  message  to  accomiodate  the  indivi- 
dual patient. 

How  would  you  adjust  your  nutritional  Message  for  the  patien 
who  is  a  vegetarian  -  whose  dentures  are  poor-fittin-   -  who 
is  a  Seventh  Day  Adventist   ...?  ° 

How  would  you  know  any  of  these  facts? 

2.  Involve  your  patient. 

How  do  you  perceive  your  patient's  needs  and  coapetencies? 

How  can_^the  patient  becoae  part  of  the  planning  process  -- 
the  implementation  process  -  the  evaluation  process? 

3.  Know  the  available  oonaunity  resources. 

Can  you  list  ten  problems  common  to  the  CO?D  patient? 

For  each  problem  can  you  offer  one  or  xore  concrete  referral: 
or  recommendations? 

k.  Personalize  your  approach. 

How  can  you  keep  your  teaching  from  becoming  an  iacersonal 
and  mechanical  presentation? 

How  do  you  recognize  when  your  fatigue  and  strain  l»v^l  ■•  s 
nigh? 

How  do  you  handle  your  stress    your  catient's  stress? 
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Learning  P.esource  3 

A  Look  at  Learning 

Learning  has  been  defined  by  Chance  (  1979  p. 17)   as  a  -■-laLivei - 
stable,  unspecified  change  within  an  organisa  that  na>»s  a 
change  in  behavior  possible  and  that  is  due  to  experience 
other  words,   learning  is  not  evanescent;  it  requires  experienc- 
ing sonethmg:  and  it  does  not  neces-sarilv  result  in  a  cha-g° 
in  behavior  or  perfornance.     This  definition  has  iaalications 
i. or  teaching.     Experiencing  does  not  necessitate  "hands  on"  but 
a.  tne  least,   the  learner  aust  be  mentally  attending  and  °xs»r- 
lencmg.^   Since  learning  is  not  "fleeting",   meaory  is  a  refi-c- 
^lon  01  learning  if  the  questions  used  are  directly  related  to 
the  content  and  context.     Finally,  we.  cannot  say  that  lea-nine 
has  not  taken  place  just  because  the  behavior  has  not  chang-d. 
If  our  goal  is  a  change  in  behavior  or  perforaance  we  can,  how- 
ever,  evaluate  our  success  or  lack  of  success.     A  ouestion 
wnich  tne  patient  educator  must  answer  oerscnallv  is  whethe- 
the  responsibility  for  behavior  change  should  fail  on  the 
teacher . 

There  is  evidence  in  the  research  to  indicate  that  learn^'n^ 
frequently  results  in  attitude  and  behavior  change.  Tbere'-is 
nowever,  a  ooaplication  to  aeasuring  learning  by  behavior     *  ' 
change.     It  is  possible  that  behavior  may  result  fron  aiasi'^'-v 
rauher  than  learning  and  this  behavior  seldoa  continues  when 
the  motivating  punishnent  or  reward  situation  is  removed  I'- 
IS  necessary,  therefore,  to  evaluate  the  success  of  vcur  teach- 
ing m  more  than  one  way.     Ask  yourself  the  following  questions. 

-  Can  the  patient  "explain"  in  his  own  words? 

-  Is  there  evidence  of  interest,   enthusiasa  or  desire  to 
put  the  mforaation  into  practice? 

-  Is  the  faaily  involved  and  supportive? 

-  Is  the  patient  taking  over  control  of  the  situation? 

In  addition  to  these  questions,   some  factors  which  increa--  -he 

5nm^'"nr%^°  facilitate  learning  it  is  iaportant  to  be  aware  of 
of  the  cnaracteristics  of  lear-^^r.. 

Knowledge  which  is  aeaningful  to  the  learner  and  which  is 
r::driy'learn:d!°'^'''''  understood  by  the  learner  is  aost 

Siaple  repetition  of  facts  does  not  necessarily  result  in 
learning  out  recitation  or  retrieval  of  the  info^^Ition 
througn  questioning  will  improve  later  recall  of  infc-aat^-on 
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3.  Learning  is  the  result  of  experience,   either  through  per- 
sonal perfcrnance,  reaction  or  restsonse,   or  through  v'^ '-ar ous 
experience.     Experience  takes  aany  forsis  and  the  effective 
teacher  uses  a  variety  of  nethods  and  aporoaches  to  enrich 
the  learning  experience. 

L.  The  learner's  knowledge  of  what  is  expected  as  an  outcome 
or  learning  perforaance  increases  the  level  of  achievement 
of  that  outcone  or  behavior. 

5.  Information  aust  be  "attended  to"  in  order  to  be  learn-'d. 
If  either  internal  or  external  forces  interfere  with  tho* 
learner's  attention,  learning  vill  be  impeded. 

6.  Learning  is  reinforced  by  stimuli  which  produce  a  positive 
or  pleasant  emotional  reaction. 

The  theories,  research  and  articles  on  the  subject  of  ^ea--!-- 
are  myriad.     In  education  of  the  hospitalized  oatient  it  is*""'' 
pernaps  ciost  important  to  ainiaize  the  teaching  and  tr°at  +he 
patient  to  only  saall  doses  at  any  one  time.     Remember,  -^^-'is 
not  the  time  or  place  for  the  "full  course"  of  education? 

In  Table  '/  there  are  Variables  that  influence  i^at-'ent  ^Ah^^c.^.^ 
to  regiaans.     Since  your  primary  educational  goal  is  to  oromote 
compliance  with  a  regimen  and  a.  high  level  of  patient  seif-oa-e 
these  variables  need  to  -e-  considered  as  oart  on  your  teachi-.-- 
strategy.  *  ■'  -'.j-.^o 

Most  teaching  can  be  grouped  as  telling,  discussion,  showir? 
perforaance  denons  .ration  or  supervised  study.     Each  of  t^p'tp 
categories  of  instruction  is  applicable  to  teaching  the  ho-oi- 

are''h^  l^rXl^'^''^  •  the  telling  and  showing  m^lhods 

are  the  aost  used  and  are  unrelieved  by  use  of  tea^^in^  aids 
discussion  or  return  demonstration.     If  the  teacv-e-"\elos  -o-o 
most  in  ai.nd  that  learning  is  an  active  proc;ss!"there  ^11^^ 

^h^r.^n^'n'  °°  ^"^°lving  the  learner  as  a  participant  rather 
than  an  observer.  "  iLi.-i 

oreJne^ta-on'"'  influences  learning  and  behavior  is  that 

01   expectation.     mere  are  two  possible  ex-^ecta'iors  oi.^-o-o 
expectations  and  efficacy  expectations.     If  fpaUen^  beiT^v!^ 
tha.  a  particular  oehavior  or  adherence  to  a  regi.^en 

represents  the  outcome  excectati;; 
addition  to  an  outcome  expectation,  however     th e"  iid-i  v^- ^r  =^  " 
patient  has  a.n  efficacy  expeatatio^  or  a  belief  abou     hfs  abil-v 
to  carry  out  the  identified  behavior.     The  patien's  efftcacv  ' 
expectations  are  vital  to  the  final  result  of  the  lelcllll' 
First,  learning  should  bring  about  belief  in  the  iden?'^%  b« 
havior  as  bringing  about  the  desired  outcone.     No  oa^^^t  w- - 
continue  to  behave  as  recommended  if  he  does\  =  t  be^-;ve 


will  help  hi.-3.     3ut  the  second  expectation  is  also  necessary 
-  the  patient  aust  feel  capable  of  performing  the  behavior  that 
he  believes  will  help  nia. 

According  to  3andura  (1977,  1932)  there  are  four  prinary  source 
of  influence  on  efficacy  expectation. 

1 .  Mastery  or  success  through  personal  experience 

2.  Observing  others  who  present  as  siailar  to  the  observer  in 
age,   sex,   physical  condition,  etc. 

3.  Verbal  persuasion  and  encouragenent . 

L.  Physiological  state,   e.g.  mild  aches  and  pains,  trenor, 

sweaty  palas,  rapid  heart,  etc.,  which  are  interpreted  as  a 
sign  of  physical  inability. 

The  key  point  to  be  made  is  the  patient  Eust  have  self-confi- 
dence in  his  ability.     Since  this  is  crucial,   the  teacher  iriust 
mind  ways  to  build  the  patient's  self-confidence. 


Foraative  Check:     Perfornance  Objective  3 

This  learning  resource  contains  only  a  brief  overview  of  the 
learning-  process.     The  bibliography  orovides  additional  reading' 
on  this  conplexr  subject.     Even  with  extensive  reading,   cu'-h  oV' 
a  teacher's  success  is  the  result  of  iaagination,  cr°at-!v-*v 
and  a  willingr.ess  to  "try  a  new  aporoaoh".     Use  your  creative 
talent  tc  develop  at  least  two  differenc  techniaues  or  st'-ate- 
gies  for  teaching  a  specific  content  or  skill  to"  a  hosni'-al- 
ized  patient.     State  the  learner  Derforcance  you  are  s^^ki-- 
and  be  ready  to  explain  your  strategy  to  vour  class  or  accly 
1^  to  an  actual  hospital  patient  situation. 


Learning  Resource  L 
Organizing  for  Patient  Sducation 

When  the  chronically  ill  patient  is  hospitalized  t^-e-"  -is  a 
unique  opportunity  to  prepare  the  patient  and  the  faaiiy  to 
better  manage  their  regiaen  at  hoae,  and  to  prevent  ea«r':r=.,cv 
episodes.     In  spite  of  this  opportunity,   obstacles  interf-r- 
with  effective  patient  education:  '  " 

-  tine  is  severely  United 

-  the  seriously  ill  patient  is  not  receotive  to  -heavv  -osas" 
of  inforaation  •  asdv..  ^oses 

-  there  is  conflict  over  who  should  do  satient  education 

-  medical  staff  is  not  necessarily  trained  to  fac^-l-+->*^ 
learning.  -^----e 
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Knowing  what  the  patient  needs  to.  know  about  disease  and  its 
aanagenent  is  an  important  component  of  patient  education. 
Because  of  the  constraints  iapcsed  fay  the  situation  there  is 
a  need  to  set  realistic  expectations,  for  patient  learning.  Or- 
ganizing a  patient  education,  progras  for  a  specific  patient 
involves  a  variety  of  tasks  and  considerations.     Three  of  these 
are  discussed  below. 

Seating  priorities:  A  list  of  learning  objectives  for  the  chrcn-'c 
obstructive  pulmonary  disease  (COPD)  patient  is  found  in  Table 
VI.     Froa  such  a  list,   or  by  writing  your  own  objectives,  the 
first  task  in  organising  for  patient  education  is  to  decide 
which  objectives  are  a  priority  for  your  individual  hospitali3ed 
patient.     Because  the  objectives  are  written  in  terns  of  per- 
formance,  it  is  easier  to  decide  when  each  objective  has  been 
reached.     Table  '/II  will  help  you  to  set  patient  oriorities  even 
in  other  disease  or  illness  areas. 

Coordinating  teaching;     The  hospital  setting  is  net  generally 
organized  to  facilitate  teaching.     Freauentlv,   it  is  not" even 
clear  which  of  the  medical  staff  ia  to  "do  which  portion  of  the 
educational  program..     Many  of  the  staff  will  say  that  thev  can- 
not find  time  for  patient,  education  but.  in  truth,   the  oatient 
may  receive  more  teaching  than  is  actually  documented.  ".Having 
a  clear  procedure  for  who  will  cover  what  topics,  however,  w-s'il 
foster  the  bast  results...    "Teaching"  is  more  likely  to  beccae" 
education  when  it-  is  well  thought  out  and  ianleoented  than  when 
it  is  serendipitous..     It  might  be  h^laful  to"  log  vour  time  for 
a  week  and  then  analyse  the  teachable' moments  which  might  be 
used.     Before  efforts  can  be  coordinated  there  must  be  ti^-e  set 
aside  for  planning  together^    If  your  hospital  has  a  patien+ 
education  coordinator,  you  will  want  to  ask  help  in  aioroach"^  nir 
the  problem.  "  "  = 

Finding  tine:     Once  you  have  decided  on  an  educational  plan  for 
a  patient,   selected  or  -written  objectives,  gathered  resources 
and  planned  a  strategy  or  approach,,  ghe  biggest  challenge  aay 
be  finding  the  tine.     It  is  essential  that  oatient  educatio-  be 
integrated  into  patient  care  taska.     The  following  quest-^ons 
may  help  you  decide  when  the  best  opportunities  can  be  found. 

-  What  is  the  patient's-  daily  routine,    including  therapy  or'^ers 
medicine  regimen,  diet  progr.aa.   etc.?  What  is  the  oredict-d  ' 
aischarge  date?  •  " 

-  What  are  the  immediate  learning  needs?     Is  the  catient 
having  diagnostic  tests  cr  receiving  special  medication? 

-  What  teaching  has  beea  done?  What  information  needs  to  be 
reinforced? 

-  Are  there  patient  care  tasks  scheduled  today  which  w-^ll  give 
an  opportunity  to  teach?  ■     -  j-  give 


What  is  your  day 
space  during  the 
patient  i"or  five 


shaping  up  to  be?     Can  you  see  sorne 
late  :norning  vhen  you  can  talk  to  the 
or  ten  minutes? 


-  Vhat  patients  on  the  unit  today  have  urgent  learning 
needs  ? 

-  What  other  staff  might  be  able  to  help  meet  some  of  the 
learning  needs  you  anticipate?    Have  you  found  a  time  to 
talk  over  patient  learning  needs  with  other  nurses  on 
your  unit? 

Teachable  moments  are  often  spontaneous,  for  example,  when  you 
are  passing  out  medications  or  answering  a  patient  call.  If 
you  have  already  thought  through  the  patient's  learning  needs 
you  will  be  in  a  better  position  to  take  advantage  of  those 
spontaneous  occasions.     Patient  education  may  aake  you  think 
of  a  formal  session  with  the  patient  but  in  the  hospital  set- 
ting a  brief  interaction  often  provides  a  learning  opnortunity 
This  means  you  must  reduce  each  infor=ation  block^into  a  short 
manageable  segment  which  will  overwhelm  meither  the  patient  no 
the  nurse. 


Formative  Check:     Performance  Objective  4 

From  one  of  your  current  cases,  select  a  patient  who  can  be 
benefitted  by  implementation  of  a  planned" educational  program. 
Write  objectives  for  the  learner,  strategies  for  reaching^'each 
objective,  resources  and  teaching  aids  and  identify  teachable" 
moments  to  be  used.     Project  way  to  handle  possible  barriers' 
or  problems  which  may  interfere  with  your  plan.     Submit  your 
plan  for  evaluation  by  the  class  instructor  or  charge  nurse, 
then  give  it  a  try.  ° 
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TABLE  I  * 


Tabl«  9-4.  Evaluation 


Dimensions 


Ways  to  evaluate 


Patient's 
understanding 


Patient's 
ability/intention 
to  follow 
prescnbed 
regimen 


Patient's 
priorities 

Your  teaching 
:nethods 


Ask  if  the  patient  has  questions. 

Ask  the  patient  questions.  How  you  phrase  the  questions  in£uences 
how  free  you  feei  to  ask  and  how  comfortable  the  patient  feels  to 
answer.  For  example,  asking  "What  will  you  tell  your  neighbor  if  h« 
asks  you  what  emphysema  is?"  may  be  more  readily  answered  than 
"What  is  emphysema?" 

Have  the  patient  demonstrate  the  desired  skill  or  behavior  and  evaluate. 

Watch  for  dues  during  explanation:  Does  eye  contact  falter?  Is  patient's 
face  expressionless?  Is  there  \ittie  or  no  verbal  or  nonverixl  indication 
of  understanding? 

Giv*  the  patient  responsibility  for  managing  part  of  the  prescribed 
regimen  while  hospitalized  and  see  whether  problems  arise,  for  example, 
with  medications. 

Encourage  the  patient  to  identify  anticipated  problems  by  asking  about 
similar  regimens  tried  previously.  Attempt  to  identify  if  any  of  the  same 
problems  exist  with  current  regimen  ( for  example,  inconvenience, 
doubted  benefits,  confusion  about  how  to  Lmplement).  Examples:  "What 
are  some  ways  that  you  might  remember  to  take  your  medication  at 
work?  Did  you  notice  when  you  had  the  hardest  time  remembering 
your  medications  before?  Is  that  going  to  be  a  problem  this  time?" 

If  the  patient  hasn't  yet  tried  your  recommendations,  encourage  the 
patient  and/or  the  family  to  consider  whether  they  are  realistic. 
Example:  "Now  that  we've  talked  about  reducing  calories  and  salt, 
what  changes  do  you  think  you  l!  be  needing  to  make  in  your  kitchen? 
Is  that  going  to  be  a  realistic  goal  to  aim  for?" 

Ask  whether  there  was  something  on  the  patienc'j  agenda  that  you 
have  not  addressed  yet.  Example:  "Is  thers  anything  else  besides  what 
we  just  talked  about  that  you're  wondering  about?" 

Aak  the  patient  to  help  you  evaluate  your  teaching  methods  (for 
example,  ;/our  interactions,  patient  interactions  with  others,  AV 
materials,  handouts).  Examples:  "What  has  been  most  useful  to  you  30 

far  in  learning  about  ?  What  wasn't  very  useful? 

What  could  you  have  done  just  as  well  without?" 

Watch  whether  the  patient  asks  questions  or  seems  confused  after 
various  teaching  sessions,  with  you,  with  other  stali,  with  AV  materials. 

Give  the  patient  a  brief  checklist  to  indicate  what  waa  helpful  and  what 
was  not. 


Chapter  9,  Teaching-Learning  3S9 


Source:   Staff  Manual  for  Teaching  Patients  about 
Chronic  Obs-ructive  Pul.-ncnarv  Diseases,   ouolished  o\ 
the  American  Hospioal  Associacion,  copyright  1982. 
Reprinted  with  perniisoion. 
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TABLE  II  * 


TaM*  9-2.    Int«rv<aviring  skills 


Technique 

1  Deacription 

Example 

Asking  questions 

a.  Open-«ncled 
questions 

The  open-ended  question  ailowa 
the  patient  masiniuin  flexibility 
in  responding.  It  minimizes  your 
tendency  to  impose  your  own 
agciiun  un  me  padciic  a  answer 
and  therefore  usually  gives  richer 
infonnation  than  the  closed 
question  does. 

"How  do  you  feel  about  this 
medication  schedule?" 

b.  Closed 
questions 

The  closed  question  requires  the 
patient  to  answer  yes  or  no.  It 
therefore  limits  the  type  of 
information  that  you  can  acquire 
and  runs  the  risk  of  missing  the 
most  critical  information  about  the 
patient.  Closed  questions  should 
not  be  relied  on  to  gather  most 
patient  information.  They  are 
useful  primarily  for  obtaining 
narrow  types  of  information. 

"Have  you  taken  a  diuretic  before?" 

Clarifying  patient 
responses 

a.  Open-ended 
probes 

There  will  be  times  when  yo'i 
need  to  follow  upon  a  patient's 
response  to  a  question  either 
because  you  are  particularly 
interested  in  the  information  or 
because  you  need  to  clarify  what 
the  patient  means.  Brief  open- 
ended  questions  will  often  draw 
out  the  informarion  you  need. 

"Can  you  give  me  an  example?" 
"How  do  you  feel  about  that?  Can 
you  tell  me  more  about  that?" 

b.  Phrase 
repetition 

c  VaJidating 

If  there  is  a  particular  aspect  of 
the  patient's  comments  that  you 
would  like  clarified,  you  can  repeat 
with  a  questioning  tone  a  brief  but 
key  phrase  used  by  the  patient. 

To  clarify  a  patient's  meaning  or 
to  check  whether  you  understand 
the  patient  correctly,  you  can 
restate  the  patient's  comments  as 
you  heard  them  and  then  ask 
the  patient  whether  your 
restatement  is  accurate. 

Patient:  "I  tried  to  force  myself  to 
breathe  out  twice  as  long  as  I  was 
breathing  in,  but  I  started  to  get 
scared." 

You:  "Started  to  get  scared?" 

It  sound  like  something  that 
worries  you  is  whether  your  wife 
is  going  to  be  able  to  handle  your 
care  at  home.  Is  that  right?  . . .  Can 
you  tell  me  more  about  that? 

Chapter  9,  Teaching-Learning  349 


Source:   Staff  .Manual  for  Teaching  Patients  about 
Chronic  ^  0  ostructive  ru.:."onary  jiseases.  cuc-isned 
by  tne  A.~erican  .icspitaj.  Association,  copyright 
1982.     Reprinted  with  permission. 


Table  9-2.    Intsrriewing  skills  (eontinu«d) 


TechTuque 

Description 

Example 

Liatening  actively 

a.  Nonverbal 
cues 

Your  nonverbal  cues  can  greatly 
influence  whether  a  patient  feels 
you  are  taJung  him  or  her  seriously; 
therefore,  these  cues  affect  how 
much  information  the  patient 
gives  you. 

When  you  meet  with  a  patient,  do 
you  stand  with  the  air  of  one  who 
is  staying  and  not  about  to  race  out 
the  door?  Better  yet,  are  you 
seated?  Do  you  have  good  eye 
contact  with  the  patient?  Are  you 
looking  at  your  watch  or  glancing 
out  the  door  as  though  expecting 
someone  to  come  for  you  at  any 
minute?  Does  your  facial  erpreseion 
suggest  boredom  or  frustration?  Are 
you  fidgeting  in  a  way  that  suggests 
impatience?  Nod  your  head  or  say 
"umhum"  at  appropriate  points. 

b.  Nonirtrasive 
supporta 

You  may  want  to  signal  the  patient 
to  continue  taiking  without 
interrupting  the  train  of  thought. 

c.  Focusing  your 
listen  ing 

To  help  focus  your  listening,  ask 
yourself  whether  you  couid  restate 
what  the  patient  is  saying.  Imagine 
what  the  patient's  experience 
might  be  like  for  you  as  a  patient. 

350    Chapter  9,  TewJung-Leaming 
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TABLE  ni 
Interview  Evaluacioa 


1  .  Maintains  eye  conLact 
'l.  Displays  open  posture 
"3.  Uses  open-ended  questions 
i.  Asks  leading  questions 

5.  Interrupts  patient 

6.  Encourages  patient  by 
use  of  verbal  facilil 
tation  ("Go  on.") 

7.  Encourages  patient  by 
use  of  nonverbal  facl- 
lita  tion  (nods  head) 


Encourages  patien-  by 
use  of  silence 

fJses  appropriate  lang- 
uage 


8 
9 

10.  Clarifies  terms 


1 


Evaluation 


uccasionaj 
2 

2 

2 

2 

2 


^omaents 


2 
2 
2 


ever 
3 

3 

3 


3 
3 

3 
3 
3 


behaiio^:'  ""'^  aPP-=Pria.a  description  of  the  interviewer's 


Suggests  probleas,  facts, 
solutions . 

12.  Interprets  patient's  feelings, 

activations,  inadequacies  with- 
out  listening  to  patient 


11.  Asks  patient  for  clarifi- 
cation of  his  perception: 


12.  Seeks 


to  u r.  1  e r s ti 


tient's  feelings  and  id^a" 
about  his  condition 


''aoli-tv^to^!:^  ^""""^l  't'"                        13.  Snco.r.ges  .r. 
aoii^t/  to  cope  witn  his  condi-   

tion 

Briefly  describe  the  patient's  major  concerns 


 —  :  su;r>ortf; 

patient  in  us  ins  h's 
abilities. 
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TABLE  IV 
TEACHING  TIPS: 

1.  FIND  OUT  THE  LEARNER'S  NEEDS  AND  WANTS    (OPEN-ENDED  QUESTIONS 
/LISTEN).      INCORPORATE  THESE  THINGS   INTO  THE  TEACHING  GOALS. 

2.  DO  SHORT   (5-10  MINUTE)   TEACHING  SESSIONS  WITH  THE  LEARNER 
THROUGHOUT  THE  HOSPITALIZATION  STAY.     DO  NOT  WAIT  UNTIL  IT'S 
TIMS  FOR  THE  PATIENT  TO  BE  DISCHARGED  BEFORE  STARTING. 

3.  DEVELOP  A  COMFORTABLE  RELATIONSHIP    (RAPPORT)  WITH  THE 
PATIENT  BEFORE  TRYING  TO  "TEACH". 

4.  LOOK  OVER  EDUCATIONAL  MATERIAL  BEFORE  DISTRIBUTING  TO 
PATIENTS  SO  THAT  YOU  KNOW  WHAT   IT  COVERS  AND  THAT  IT  IS 
APPROPRIATE. 

5.  FACTS  ARE  NOT  ENOUGH.     PATIENTS  NEED  TO  KNOW  WHAT  TO  DO  WITH 
THEM •  ^ 

6.  TEACH  TOPICS/SKILLS  THAT  CAN   BE   INTEGRATED  INTO  ACT-^VITI-^S 
OF  DAILY  LIVING  AND  IMPROVE  THE  PATIENT'S  SELF-CARE? 

7.  GIVE  CLEAR  SIMPLE  EXPLANATIONS.     DO  NOT  OV^IRLOAD  THE  PATIENT 
WITH  FACTS . 

8.  SUMMARIZE  AND  REINFORCE  MAIN  POINTS.     ASK  QUESTIONS  t'O  FIND 
OUT   IF  THE  PATIENT  UNDERSTANDS  THE  MATERIAL  COVERED.* 

9.  PROVIDE  TIME  FOR  THE  PATIENT  TO  PRACTICE  SKILLS,  RETURN 
DEMONSTRATIONS,   ETC.  •^io.-^H 

10.  DO  NOT  FORCE.     TEACH  AS  MUCH  AS  THE  PATIENT/FAMILY  IS  ABLE 
TO  ACCEPT. 

11.  GIVE  VERBAL  AND  NONVERBAL  FEEDBACK  WITH  EACH  PATI'^NT 
CONTACT.  <rni.j.^ns. 

12.  THINK  TEACHING  EVERY  TIME  Yqu  ARE  WITH  A  PATIENT  AND  RECORD 
YOUR  TEACHING  IN  NURSING  NOTES  EVEN  WHEN  IT  WAS  A  SHORT 
EPISODE.  anuKi 
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TABLE  V  * 


TaM«  9-3.    Vtrfab4M  lha«  InfltMite*  p«ti*nt*  adh«wic«  to  r»gimMi« 


VariabU 

Facton  that  inermse  adhtrenct 

Patient't 

Patienta  remember  beat: 

understanding  oi 

Pointa  that  the  patient  felt  wen  important  (not  always  the  mow 

thenpy  nfimen 

aaata9). 

Pointa  that  mn  mentioned  first  or  last. 

Pointa  that  were  stated  very  simply  and  explicitly. 

Points  that  were  emphasized  or  repeated. 

Shorter  !ists  of  instructions. 

Convenience  ot 

Regimens  most  convenient: 

tba  Rgiisao 

Integration  into  the  patient's  existing  schedule  of  meals,  work. 

play,  sleep. 

Adaptation  to  patient's  resources. 

Strong  group 

Support  of  family  and  friends  il  they  are  provided  with  information 

support  for 

about  importance  of  regimen. 

following 

Continued  contact  with  the  same  health  stad. 

pmcnbed  regimen 

Patient'a  belief  in 

Staff's  explanation  of  importance  of  regimen. 

effecti»eiie»a  of 

regimen 

Patient's  ability  to  see  improvement  as  a  result  cf  the  regimen. 

Adapted  by  speciaJ  pennieaion  of  copyright  owner.  Merck  and  Co..  •  1975  (ref.  1). 
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TABLE  71  * 


Exercise  1 

LEARNING  OBJECTIVES  FOR  PATIENTS 

Below  are  the  patient  learning  objective}  lifted  at  the  end  of  each  chapter.  Identity 
which  would  be  appropriate  for  your  setting  and  patient  population,  which  you  would 
delete,  which  you  would  modify,  and  what  objectivet  you  would  add.  Get  feedback 
from  itajf. 

DISCSM  pfOCCMZ 

Patients  siiould  be  able  to: 

•  List  key  structures  in  the  respiratory  system  and  describe  how  these  gtnictures  have 
changed  to  produce  the  patient's  symptooM,  including  chronic  cough,  viscoua  spu- 
tum, recurrent  infection,  shortness  of  breath,  and  wheeling. 

Psychosocial  lisum 
Patients  should  be  able  to: 

•  Talk  with  sta^  and  other  COPD  patients  about  concerns. 

•  Get  heip  dealing  with  psychosocial  problems  by  talking  with  a  staff  member;  appro- 
priate referral  such  as  clergy,  social  worker,  discharge  planner,  other  patients;  or 
by  getting  a  referral  to  a  community  resource  or  agency. 

•  Receive  help  in  learning  new  breathing  patterns  and  how  to  relax 

CuniHaiuty  icjuuices, 
PaCienta  should  know: 

•  How  to  state  their  neecia  clearly. 

•  How  to  locate  potential  resource  agencies. 

•  What  questions  they  want  to  aak  to  identify  the  services  available. 

•  What  questions  the  agenda  may  ask  them. 

•  What  will  happen  during  the  referral  or  at  the  first  contact  with  the  agency  a  refer- 
ral is  being  made. 

•  Who  to  turn  to  if  they  feel  they  cannot  locate  resources  by  themselves. 

Pnlmomry  diagnostic  stndies: 

Patients  should  be  able  to: 

•  Statethenameof  each  study  done. 

•  State  the  purp<we  of  each  study. 

•  Know  the  following  about  preparation  for  and  undergoing  the  test:  any  specif 
preparation,  how  the  test  is  done,  when  and  where  it  is  done,  how  long  it  takes,  sen- 
sations to  be  extjected,  and  how  ro  maJce  himself  or  herself  more  comfortable  durrg 
the  test 
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Elzercise  1  (continued) 


LEARNING  OBJECTIVES  (continued) 

•  Ask  any  questions  they  luve  about  the  tests  to  be  done  and  the  results. 

PtiTsicai  (hcnpies: 
Patients  should  be  able  to: 

•  Demonstrate  ways  to  coordinate  breathing  with  hinctional  activities. 

•  Demonstrate  ways  to  conserve  energy  during  daily  tasks  such  as  taking  a  shower. 

•  Demonstrate  ways  to  promote  airway  potency,  such  as  pursed-lip  breathing  and  pro- 
longation of  the  expiration  phase. 

•  Demonstrate  ways  to  relax  and  slow  their  breathing. 

•  Demonstrate  ways  to  cough  effectivdy. 

•  Danonstrate  ways  to  increase  the  use  and  strength  oi  the  diaphragmatic  rauade  dur- 
ing breathing. 

•  Demonstrate  ways  to  drain  secretions. 

•  Have  access  to  atari  to  obtain  information  about  percussion  and  vibration,  mobility 
exercises,  and  physical  conditioning  or  physical  endurance  building. 

Nnlritiow 

Patients  should  be  able  to: 

•  Name  their  nutritional  requirements  and  restrictions  related  to  nutrition  or  eating 
habits. 

•  State  the  need  for  correcting  these  problems. 

•  list  the  ways  tiny  intend  to  correct  these  problems. 

•  Explain  the  maimer  in  which  dietary  habits  can  aid  in  the  conservation  of  energy. 

•  Name  foods  that  cause  distension. 

•  Explain  the  role  of  fluid  intake  in  the  expectoration  of  mucus. 

•  Recall  the  community  resources  avaflable  to  aid  them  in  maintaining  nutrition  sta- 
tus. 

Patients  should  understand: 

•  The  name  and  dosage  of  this  medication. 

•  When  to  take  the  medication  and  what  to  do  if  a  dose  is  missed. 

•  The  techniques  of  administration  and  storage  of  each  drug. 

•  The  normal  appearance  of  the  medication  and  appearance  changes  that  would  indi- 
cate that  it  should  no  longer  be  consumed. 
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Exercise  1  (continued) 

LEARNING  OBJECTIVES  (continued) 

*  Why  each  dra;  is  important.  Any  signs  that  suggest  the  medication  is  helping  the 
condition,  for  example,  decreased  breathlessness,  decreased  signs  of  infection,  and 
so  forth. 

*  How  to  minimize  common  nuisance  side  effects. 

•  What  to  do  to  prevent  serious  aide  effects  and  how  to  deal  with  them  if  they  should 
occur. 

Respiratory  cqoipmcBt: 
Patients  should  be  able  to: 

*  List  and  demonstrate  the  steps  in  using  any  respiratory  equipment  that  has  been 
prescribed. 

•  State  the  purpose  of  any  respiratory  equipment  that  has  been  prescribed. 

•  State  why  this  equipment  must  be  kept  clean. 

•  List  and  demonstrate  the  steps  in  cleaning  this  equipment. 

*  State  the  danger  signals  that  would  cue  them  to  seeic  medical  advice  about  using 
equipment,  such  as  IFPB. 

•  Ways  to  integrate  taking  medications  into  their  daily  pattern. 

*  Ways  to  help  them  remember  to  take  their  medicationa. 
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TABLE  VII  * 


Exercise  2 
SETTING  PRIORITIES 

In  plannirg  for  patient  education,  you  will  need  to  set  priorities  among  the  various 
learning  objectives  established  for  each  group  of  patients.  As  you  decide  in  what  order 
you  want  to  approach  the  major  topics,  aalc  yourself  the  following  questions: 

•  What  learning  would  help  patients  prevent  or  manage  life-threatening  situations? 
What  are  the  consequences,  in  terms  of  patient  safety,  of  specific  outcomes  not  being 
achieved?  What  learning  can  most  affect  the  patient's  sense  of  control  or  quality 
of  Ufe? 

•  Which  learning  objectives  are  best  achieved  in  the  hospital?  (Some  will  be  equally 
easy  to  accomplish  in  a  clinic  or  physician's  ofRce  after  discharge,  and  some  will  re- 
quire that  the  patient  be  at  home  for  a  period  of  time.  Others  are  best  taught  oniy 
by  stai!  available  at  the  hospitaL) 

•  What  does  the  usual  reason  for  admission  to  your  unit  suggest  about  priorities  for 
patient  learning?  For  instance,  priorities  may  well  be  different  for  patients  admitted 
for  asthma  than  for  those  coming  in  for  a  worsening  condition  of  emphysema  or 
chronic  broncfiitia. 

•  What  is  the  typical  pattern  of  hospitalization  for  COPD  patients  in  your  unit?  What 
sort  of  information  is  typically  gathered  at  the  time  of  admission?  What  is  the  aver- 
age length  of  stay? 

•  How  might  learning  experiences  be  ordered  so  that  the  most  critical  information  is 
presented  to  the  patient  prior  to  discharge? 
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APPENDIX  C 
EXPERIMENTAL  EDUCATIONAL  PROGRAM 
MINI -MODULES 


PROBLEM:     Shortness  of  Breath  (S.O.B.) 


Immediate  Care 

Help  into  comfortable  position — 
often  sitting  with  arms 
leaning  on  bed,  table,  or 
pillows. 

Touch  and  reassure. 

Check  oxygen  situation,  pain 
or  possible  reasons 
— rapid  breathing 

Help  to  relax  and  slow  breathe. 

Encourage  diaphragmatic 
breathing  as  appropriate 

Follow-up 

Teaching  diaphragmatic  breathing. 


Teach  Important  Points 

S.O.B.  is  a  perception  of 

uncomfortable  breathing;  can 
result  from  decreased  lungs, 
abnormal  ABG's,  and  psychologi- 
cal factors  as  some  of  the 
causes . 

Importance  of  slow  breathing 
— count  of  3  in  and  5  or  6  out 
to  get  stale  air  out. 

Relaxation  of  neck  and  shoulders. 

Breathe  out  through  pursed  lips . 

Comfortable  positions. 

Review  diaphragmatic  breathing  if 
appropriate . 


RESOURCE  FILE 

Supplementary  Information: 
"Breathing  Techniques" 

Read  Chapter  5,  AHA  Manual  for  Teaching  Patients  about 

Chronic  Pulmonary  Diseases. 

Handout : 

"Put  Yourself  in  Control" 

"Quieting  Reflex" 

"Handling  Shortness  of  Breath" 
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PROBLEM:     Smoking  Behavior  (Smoking) 


Immediate  Care 


Teach  Important  Points 


Do  not  nag  or  preach. 


Stress  positive  aspects  of 
quitting. 

— slows  progress  of  COPD. 

— improved  circulation. 

— reduced  insult  to  heart  and 


Show  non judgemental  concern. 


Ask  if  patient  has  tried  to  quit 
smoking.     Offer  to  help,  if 
appropriate,  provide 
information  on  resources . 


Explain  it's  never  too  late  to 
benefit  from  quitting. 


stomach . 


Remember,  smoking  is  a  very 
personal  habit  and  creating 
defensive  hostility  will  help 
no  one. 


Offer  tangible  suggestions  for 
quitting. 


Follow-up 


Offer  encouragement  without 
preaching. 

Suggest  substitutes  such  as 
sugarless  gum  or  hard  candy. 


RESOURCE  FILE 

Supplementary  Information: 

"When  Ycur  Patient  Smokes" 
Handouts : 

"Helpful  Hints  to  Unlearn  the  Cigarette  Habit" 
"Cigarettes" 

Lung  Association  flyer  on  Freedom  from  Smoking 
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PROBLEM:     Airway  Clearance,  Ineffective  (Cough) 


Immediate  Care 

Elevate  patient  to  sitting 

position,  if  possible,  support 
diaphragm  with  pillow. 

Reassure,  touch,  help  to  relax 
and  nose  breathe  if  possible . 

Give  sips  of  water. 

Provide  for  mucus  disposal. 

Follow-up 

Check  on  fluid  intake  and 
reinforce  importance. 

Check  with  physician  on 
referral  for  postural 
drainage  or  respiratory 
therapy. 


Teach  Important  Points 

Stress  lots  of  water  daily,  10-12 
glasses  counted. 

Encourage  coughing  to  clear  airway. 
How  to  cough:  (Handout) 

1.  Breathe  in  deeply,  but  not 
gasp. 

2.  Hold  breath  2  seconds. 

3.  Cough  2  or  more  sequential 
coughs . 

4.  Breathe  in  by  sniffing  gently. 

Best  position  sitting  with  feet  on 
floor  and  head  slightly  forward. 

Reassure  coughing  not  harmful. 

Stress  watching  for  mucus  color 
change  to  yellow  or  green  as 
sign  of  infection — call  doctor. 


RESOURCE  FILE 

Supplementary  Information: 

"Effective  Cough" 
Handout : 

"Control  Your  Cough" 
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PROBLEM:     Knowledge  Deficit,  Medications  (Meds) 


Immediate  Care 

Review  of  meds — preferably  at 
time  of  taking. 

Answer  questions. 

Check  occurrence  of  physical 
symptoms  which  may  result 
from  meds. 

Follow-up 

Ask  for  medicine  rundown  from 
patient. 

Suggest  patient  share  med  infor- 
mation with  family  member. 

If  patient  indicates  financial 
problems  which  may  prohibit 
prescription  refill,  refer  to 
social  services  before  dis- 
charge. 


Teach  Important  Points 

Explain  purpose  of  each  med. 

Discuss  any  special  directions  for 
when  to  take/with  or  without 
food,  etc. 

Explain  possible  common  side 
effects — reassure  and  give 
suggestions  to  minimize. 

Discuss  ways  to  remember  to  take 
medicine. 

Stress  importance  of  doctor's 
dosage  and  instructions  and  the 
importance  of  telling  the 
primary  doctor  when  taking  meds 
not  prescribed  by  him. 

Discuss  over-the-counter  drugs 
used  by  the  patient. 


RESOURCE  FILE 
Supplementary  Information: 

"Summary  of  COPD  Medications" 

Read  Chapter  7,  AHA  Manual  for  Teaching  Patients  About 

Chronic  Pulmonary  Diseases. 

Handout : 

"What  Are  You  Taking?" 
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PROBLEM:     Knowledge  Defici 
Immediate  Care 
Demonstrate  inhaler  use. 

1.  Shake  unit  &  hold  upside  down, 

2.  Breathe  out  slowly  through 
pursed  lips. 

3.  Place  mouthpiece  in  mouth 
and  start  slow  inhalation. 

4.  Press  dosage  release  while 
continuing  to  breathe  in. 

5.  Remove  mouthpiece  and  hold 
breath,  2-3  seconds. 

6.  Exhale  slowly  through  pursed 
lips. 

Follow-up 

Ask  for  return  demonstration 
at  medication  time . 


,  Use  of  Inhalers  (Inhalers) 

Teach  Important  Points 

Explain  the  purpose  of  the 
inhaler  medication. 

Stress  correct  dosage  and 
problems  of  overuse. 

Give  care  tips — store  cool 

— wipe  mouth  area  and  cap  before 
storing. 

— wash  once  daily  in  hot  water. 

Explain  number  of  doses  and  how 
to  plan  for  refill. 
— check  by  counting,  shaking, 
or  floating  inhaler  in  water. 

Discuss  possible  unusual  reactions 
and  when  to  inform  physician. 

Caution  not  to  open  canister  or 
incinerate 


RESOURCE  FILE 


Supplemental  Information: 


May  1983  Nursing,   "Help  Your  COPD  Patient  Take  a  Better 

Breath — With  Inhalers" 


Handout : 


"Tips  on  Inhalers" 
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PROBLEM:  Diet/Wei 

Immediate  Care 

Ask  about  eating  habits  and 
problems 

If  nausea  or  pain,  check  for 
possible  reasons — medication 
upset. 

Isolate  problem 
— appetite 
— weakness 
— gas  formation 
— over  or  underweight 
— short  of  breath  at  means 

Refer  dietary  as  indicated. 

Follow-up 

Check  for  improved  situation 


Stomach  Upset  (Diet) 

Teach  Important  Points 

Importance  of  good  nutrition 
— how  to  check  nutrition  daily 
(Handout) 

Eat  4-5  small  meals  instead  of  3 
large . 

Avoid  gas-forming  foods   (this  is 
often  individual) 

Need  for  potassium  foods  if  on 
diuretic. 

Use  bronchodilators  at  least  one 
hour  before  eating. 

If  applicable,  relate  medications 
and  food  indicates  or  contra- 
indications. 

Stress  importance  of  fluid  intake. 


RESOURCE  FILE 
Handout : 

"Eat  to  Feel  Better" 
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PROBLEM:     Decreased  Ph; 

Immediate  Care 

Check  physician  restrictions. 

Discuss  patient's  feelings  about 
walking  or  other  exercise. 

Work  out  an  exercise  plan  and 
encourage  trying. 

Solicit  family  support. 

Follow-up 

Check  on  progress. 

Encourage . 

If  appropriate,  check  with 
physician  on  referral  for 
portable  oxygen. 


cal  Activity   (Activ. ) 

Teach  Important  Points 

Continued  exercise  and  activity 
are  vital  to  maintain  indepen- 
dence, even  with  limitations. 

Shortness  of  breath  during 
activity  can  be  helped  by 
learning  seme  breathing 
patterns.  (Handout) 

Start  slow  and  easy  and  gradually 
increase;  aim  for  mild  fatigue 
(spring  back  time  10-15  min) . 
Do  not  push  to  limits — plan 
resting  pauses. 

Once  home  it  is  important  to  wash 
and  dress  every  day  and  carry 
out  a  planned  exercise  program. 


RESOURCE  FILE 
Handout : 

"Build  Your  Strength" 

"Ways  to  Save  Energy" 

"Body  Mechanics  and  the  Pulmonary  Patient" 
"Mobility  Exercises" 
Supplementary  Information: 
"Energy  Conservation" 
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PROBLExM:     Sleep  Patter 

Immadiate  Care 

Massage  neck  and  shoulder 

muscles — assist  with  position 
change . 

Help  practice  relaxing  exercise. 

Ask  patient  what  relaxes  them. 

Talk  a  few  minutes — find  out 
about  daytime  activity. 

Follow-up 

Check  on  relaxation  practice. 

Suggest  that  a  patient  teach 
technique  to  family  member. 


Disturbance  (Insomnia) 

Teach  Important  Points 

Relaxation  exercise:  Handout 

Explain  problems  of  tension  on 
breathing  muscles. 

Important  to  practice  relaxation 
5-10  minutes  daily  not  just 
when  tense. 

Stress  regular  activity  during 
the  day  and  regular  time  and 
routine  for  going  to  bed. 

Discuss  sleeping  medications, 
problems  and  possibilities. 

Help  patient  understand  sleeping 
patterns  are  individual — 
help  them  accept  their  own 
rhythms . 


RESOURCE  FILE 
Handout : 
"Insomnia" 

"Contraction  and  Relaxation  of  Muscle  Groups" 
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PROBLEM:     Psychosocial  : 

Immediate  Care 

Look  past  the  anger  or  depression 
to  the  loneliness  and  fear. 

Assess  effects  of  0^  lack  and  CO^ 
retention. 

Touch  and  listen. 

Let  the  patient  know  you  recognize 
the  battle  to  breathe  and  that 
you  care. 

Assess  family  rejection  or  over- 
protection. 

Follow-up 

Check  in  to  reassure  even  though 
patient  is  able  to  care  for 
his  own  needs. 


isturbance  (PsychSoc) 

Teach  Important  Points 

Help  patient  understand  that 
shortage  of  oxygen  often 
changes  feelings. 
— decreases  patience 
— causes  irritability  and 
nervousness . 

Help  patient  recognize  signs 
of  short  temper,  nervousness 
and  irritability. 

If  appropriate,  suggest  new 

interests  or  hobby  exploration. 

Reassure  about  patient's 
importance  to  family  even 
if  role  is  changing. 

Teach  relaxation  of  muscle  groups. 

Teach  quieting  reflex. 


RESOURCE  FILE 

Supplementary  Information : 

"The  Psychosocial  Problems  of  the  COPD  Patient" 

"Talking  with  Patients" 

"Relaxation" 
Handout : 

"Quieting  Reflex" 

"Keep  Living  Your  Life" 

"Contraction  and  Relaxation  of  Muscle  Groups" 
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PROBLEM:     Knowledge  Deficit,  O2  Use 
Immediate  Care  Teach  Important  Points 


Reassure  about  0^  safety. 

Help  adjust  for  comfort. 

Check  ability  to  get  to  bathroom. 

Ask  for  concerns  or  questions . 

Follow-up 

Check  on  comfort. 

Give  family  handout  if  going 
home  on  oxygen  and  refer  to 
discharge  planning 
— patient  and  family  need 
information  on  care  and 
maintenance. 


Review  oxygen  safety  &  cautions . 
— combustible,  not  explosive 
— no  smoking  in  room 
— use  at  prescribed  flow  setting 
as  any  controlled  medication. 

Most  important  times  to  use  are 
when  sleeping,  eating,  and 
exercising/explain  why. 

If  appropriate,  discuss  choices 
for  O2  delivery  systems  for 
home  use 
— reservoir 
— portable 
— concentrator 
— Venturi  mask/cannula 


RESOURCE  FILE 
Supplementary  Information: 
"Oxygen  Therapy  Equipment" 

Read  Chapter  8,  AHA  Manual  for  Teaching  Patients  about 

Chronic  Pulmonary  Diseases 

"Oxygen  Administration  in  the  Home" 

Handout : 

"Myths  and  Truths  about  Oxygen" 
"You  and  Oxygen  at  Home" 


APPENDIX  D 
MEDICAL  AND  EDUCATIONAL  REVIEW  PANEL 


EXPERT  REVIEW  PANELISTS 
Panel  of  Medical  Expertise 

A.  Jay  Block,  M.D.,  Professor  and  Chairman,  Department  of 
Pulmonary  Medicine,  University  of  Florida  College  of 
Medicine,  Gainesville. 

•Alberta  Hipps,  R.N.,  Nurse  Director,  Pulmonary  Rehabilita- 
tion Program,  Saint  Vincent's  Medical  Center, 
Jacksonville . 

Louise  Jackson,  R.R.T.,  Program  Administrator,  Pulmonary 
Rehabilitation  Program,  Saint  Vincent's  Medical 
Center,  Jacksonville. 

Betty  Burnette-Joos ,  R.N. ,  M.Ed.,  Instructor  and  Director 
of  Continuing  Education,  Department  of  Nursing,  Lake 
City  Community  College,  Lake  City. 

Nelda  LeMaster,  R.N. ,  Pulmonary  Home-Care  Nurse  Specialist, 
Visiting  Nurse  Association,  Jacksonville. 

Dennis  J.  McDonagh,  M.D.,  Medical  Director,  Pulmonary 

Medicine  Department,  Saint  Vincent's  Medical  Center, 
Jacksonville . 

Linda  E.  Moody,  R.N.,  Ph.D.,  Associate  Professor,  College 
of  Nursing,  University  of  Florida  College  of  Nursing, 
Gainesville . 

Dennis  M.  O'Donnell,  M.D.,  Assistant  Medical  Director, 

Pulmonary  Medicine  Department,  Saint  Vincent's  Medical 
Center,  Jacksonville. 

Roslyn  Raischman,   R.N. ,  M.S.N. ,   Director  of  Critical  Care 

Nursing,   Saint  Vincent's  Medical  Center,  Jacksonville. 

Edna  Rohrbaugh,  R.N.,  M.S.N. ,  Director  of  Medical  Nursing, 
Saint  Vincent's  Medical  Center,  Jacksonville. 

Panel  of  Experts 

Betty  Burnette-Joos,   R.N.,  M.Ed.,   Instructor  and  Director 
of  Continuing  Education,   Lake  City  Community  College, 
Lake  City. 
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EXPERT  REVIEW  PANELISTS  (continued) 


Panel  of  Educational  Experts  (continued) 

*Mary  Ann  Kontrick,  Ph.D.,  Program  Director,  American  Lung 
Association  of  Florida,  Jacksonville. 

Linda  E.  Moody,  R.N.,  Ph.D.,  Associate  Professor,  College 
of  Nursing,  University  of  Florida  College  of  Nursing, 
Gainesville . 

*Edna  Rohrbaugh,  R.N. ,  M.S.N. ,  Director  of  Medical  Nursing, 
Saint  Vincent's  Medical  Center,  Jacksonville. 


Doctoral  Committee 

James  W.  Hensel,  Ph.D.,  Committee  Chairman,  Professor, 
Instructional  Leadership  and  Support,  College  of 
Education,  University  of  Florida,  Gainesville. 

Margaret  K.  Morgan,  Ph.D.,  Professor,   Instructional  Leader- 
ship and  Support,  College  of  Education,  University  of 
Florida,  Gainesville. 

Jill  T.  Varnes,  Ed.D.,  Assistant  Professor,  Health 

Education,  and  Safety,  College  of  Physical  Education, 
Health,  and  Recreation,  University  of  Florida, 
Gainesville . 

Linda  M.  Crocker,  Ph.D.,  Associate  Professor,  Foundations 
of  Education,  College  of  Education,  University  of 
Florida,  Gainesville. 


♦Reviewed  the  patient-report  questionnaire  for  content  and 
construct  validity. 


APPENDIX  E 
PATIENT  QUESTIONNAIRE 


PATIENT  INTERVIEW  QUESTIONNAIRE 

Introduction 

My  name  is  Frances  Young,  and  I  am  a  doctoral  student 
at  the  University  of  Florida.     I  am  working  on  a  project  in 
pulmonary  patient  education  and  I  need  your  help.     Would  you 
be  willing  to  take  about  15-20  minutes  to  answer  some  simple 
yes  or  no  questions  which  will  give  me  some  of  the  back- 
ground information  I  need  to  complete  my  project? 
Thank  you. 

The  purpose  of  the  questions  is  to  help  me  find  out 
what  information  about  your  illness  is  already  being  taught 
by  the  nursing  staff.     Your  answers  will  not  reflect  on  any 
individual  nurse  but  will  only  give  me  some  idea  of  what 
teaching  is  being  done  by  the  nurses  in  general.  Your 
doctor,  or  someone  from  respiratory  therapy  or  pulmonary 
rehabilitation,  may  have  given  you  some  of  the  information 
that  will  be  mentioned  in  the  questions,  but  I  am  only  ask- 
ing if  the  topic  was  discussed  with  you  by  one  of  the  nurses. 
Just  answer  to  the  best  of  your  memory  of  the  past  few  days 
since  you  entered  the  hospital  on  this  current  admission. 
When  you  are  finished,   I  will  be  glad  to  answer  any  ques- 
tions you  may  want  to  ask  about  any  of  the  topics  or 
questions . 
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SOB        1.     Are  you  sometimes  short  of  breath?   ^Yes   ^No 


Since  being  in  the  hospital  has  a  nurse 

(a)  explained  the  need  to  relax  and  slow  breathe 
to  get  stale  air  out  of  your  lungs? 

(b)  shown  you  how  to  belly-breathe  or  do  what  is 
often  called  diaphragmatic  breathing? 

(c)  helped  you  find  the  best  body  position  for 
you  when  you  are  short  of  breath? 

(d)  shown  you  how  to  breathe  out  through  pursed 
lips? 


Cough     2.     Do  you  have  any  problems  with  coughing? 
Yes  No 


Since  being  in  the  hospital  has  a  nurse 

(a)   explained  why  you  need  to  drink  lots  of  water? 


  (b)   shown  you  how  to  position  yourself  and  cough 

to  get  up  mucus? 

  (c)   talked  about  cough  medicines? 

  (d)   explained  the  importance  of  watching  for 

color  change  in  the  mucus  you  cough  up? 

Sleep     3.     Do  you  have  any  trouble  sleeping  at  night? 
Yes  No 


Since  being  in  the  hospital  has  a  nurse 

(a)  given  you  some  suggestions  for  better 
sleeping? 

(b)  talked  to  you  about  individual  differences 
in  sleeping  patterns? 

(c)  discussed  the  importance  of  daily  exercise 
as  an  aid  to  sleeping? 

(d)  talked  to  you  about  sleeping  medications? 
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Inhal    4.     Do  you  use  any  inhaler  medications?  Yes  No 
Since  being  in  the  hospital  has  a  nurse 
  (a)   shown  you  how  to  use  your  inhaler? 


(b)  explained  the  purpose  of  your  inhaled 
medication? 

(c)  stressed  the  importance  of  correct  usage  and 
not  overusing? 

(d)  given  you  some  tips  about  storing,  cleaning, 
and  discarding  your  inhalers? 


Diet      5.     Do  you  have  any  special  diet  or  eating  oroblems? 
 ^Yes   ^No 

Since  being  in  the  hospital  has  a  nurse 

  (a)   shown  you  how  to  check  your  daily  diet  for 

good  nutrition? 

  (b)   gone  over  your  eating  habits  with  you? 

  (c)   explained  about  eating  smaller  meals  and 

filling  in  with  nutritious  snacks? 

  (d)   discussed  the  relationship  of  medications  and 

possible  eating  problems? 

Meds       6.     Are  you  taking  regular  medications?    '  ^Yes   ^No 

Since  being  in  the  hospital  has  a  nurse 

  (a)   given  you  the  name  of  each  of  your  medica- 
tions and  explained  why  it  was  prescribed? 

  (b)   explained  any  special  directions  about  when 

to  take  your  medicines  or  possible  pre- 
cautions? 


(c)  stressed  the  importance  of  following  the 
prescribed  dosage  and  checking  with  the 
doctor  about  over-the-counter  medicines? 

(d)  given  you  tips  on  how  to  remember  to  take 
your  medicine? 
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Smk        7.     Do  you  smoke?   Yes   ^No 


Since  being  in  the  hospital  has  a  nurse 

(a)  offered  suggestions  to  help  you  quit 
smoking? 

(b)  explained  the  benefits  of  giving  up  smoking? 


(c)  given  you  the  names  of  some  organizations 
that  have  "stop  smoking"  programs? 

(d)  explained  some  of  the  effects  of  smoking 
on  your  respiratory  problem? 


Exc        8.     Is  your  activity  limited  by  your  illness? 
Yes  No 


Since  being  in  the  hospital  has  a  nurse 

(a)  helped  you  plan  an  exercise  program  for  your 
needs? 

(b)  stressed  the  importance  of  daily  dressing 
and  grooming? 

(c)  explained  any  limitations  or  cautions  about 
exercise? 

(d)  stressed  the  importance  of  daily  activity? 


Psych     9.     Do  you  sometimes  feel  anxious,   depressed,  or 
irritable?  Yes  No 


Since  being  in  the  hospital  has  a  nurse 

(a)  explained  that  your  problem  getting  oxygen 
may  cause  you  to  be  short-tempered  or 
irritable? 

(b)  talked  about  trying  some  ways  to  relax  when 
you  feel  nervous,   depressed,  or  tense? 

(c)  suggested  getting  involved  in  some  new 
activity  or  hobby? 

(d)  talked  with  you  about  your  family  role  and 
what  changes  may  be  needed? 
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Oxy        10 .  Has  your  doctor  prescribed  oxygen?  Yes  No 

Since  being  in  the  hospital  has  a  nurse 

  (a)   given  you  some  safety  tips  about  oxygen  use? 

  (b)   explained  the  most  important  times  to  use 

your  oxygen? 

  (c)   stressed  using  oxygen  only  as  prescribed  by 

the  doctor? 

  (d)   talked  to  you  about  the  different  types  of 

equipment  for  home  use. 


Thank  you.  Do  you  have  any  questions  or  want  to 
discuss  anything  we  have  mentioned? 


APPENDIX  F 
PARTICIPANT  FOLLOW-UP  REPORT 


PARTICIPANT  FOLLOW-UP  REPORT 
"COPD  PATIENT  EDUCATION" 


On  the  following  list  of  COPD  patient  problems,  please 
select,  rank  by  occurrence,  and  mark  1   (most)   to  5  (least) 
the  five  problems  which,   in  your  experience,  are  the  most 
evident  among  chronic  lung  disease  patients. 


Diet/nutrition  adherence 

Incorrect  inhaler  use 

Ineffective  cough/airway 
clearance 

Insomnia 

Insufficient  activity/ 
exercise 


Lack  of  medications 
knowledge 

Lack  of  oxygen  use 
knowledge 

Psychosoc ./depression, 
anxiety,  hostility 

Shortness  of  breath 

Smoking 


On  the  list  below  mark  1   (most)   to  5   (least)   those  problems 
that  you  feel  the  most  uncomfortable  in  teaching  related 
information.      (Do  not  mark  the  five  problems  where  you  feel 
the  most  comfortable  in  teaching.) 


Diet/nutrition 
Inhaler  use 
Insomnia 

Developing  exercise 
regimen 

Airway  clearance 


Medications 
Oxygen  use 

Psychosocial  problems 
Shortness  of  breath 
Smoking  cessation 


On  the  list  below  select  and  rate  1  (most)  to  5  (least)  the 
five  primary  reasons  that  you  believe  cause  staff  nurses  to 
have  difficulty  in  teaching  patients. 


Concern  about  physician  reaction  or  resistance 
Lack  of  time 
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Participant  follow-up  report   (page  2) 

  Lack  of  standardized  procedures 

  Not  knowing  what  to  teach 

  Patient  disinterest  or  resistance 

  Lack  of  training  in  "teaching"  skills 

  Teaching  is  given  a  low  priority  by  administration 

  Other   

Check  one  of  the  blanks  in  each  of  the  following; 

During  the  past  4-6  weeks  my  number  of  teaching  interven- 
tions has 

  increased  to  a  large  extent 

  increased  somewhat 

  remained  about  the  same 

  decreased 

During  the  past  4-6  weeks  the  quality  of  my  patient  teaching 
has 

  improved  considerably 

  improved  somewhat 

  remained  about  the  same 

  decreased 

Please  rate  your  personal  evaluation  of  your  own  patient 
teaching . 

Circle  one  number  on  each  of  the  following: 


Feel  very 
comfortable 
when  teaching 


5       4       3       2  1 


Feel  uncomfortable 
in  the  teaching  role 
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Participant  follow-up  report  (page  3) 


Teach  regularly 
and  consistently 


5 


4 


3 


2 


1 


Seldom,  if  ever 
teach 


Document  teaching 
consistently 


5 


4 


3 


2 


1 


Seldom,  if  ever 
document  teachi 


Suggestions  or  Comments  on  Patient  Teaching; 


Please  rate  the  "COPD  Patient  Education"  program  and 
materials . 

Circle  one  number  on  the  following: 
I  found  the  mini-module  cards  to  be 

Valuable        5        4        3        2        1  No  Help 

I  found  the  resource  materials  to  be 

Valuable         5         4         3         2         1  No  help 

I  found  the  self-instructional  "Teaching-Learning"  module 
to  be 

Valuable        5         4         3        2         1  No  help 

I  found  the  orientation  workshop  to  be 

Valuable         5         4         3         2         1  No  help 
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Participant  follow-up  report  (page  4) 

The  COPD  program  and  materials  have  increased  my  awareness 
of  the  importance  of  patient  education 

To  a  large  extent        5        4        3         2        1        Not  at  all 

The  COPD  program  and  materials  have  helped  me  to  improve 
my  patient  teaching 

To  a  large  extent        5        4        3        2        1        Not  at  all 


Suggestions  and  Comments  on  the  COPD  Patient  Education 


Program  and  Materials; 


APPENDIX  G 
RESEARCH  IN  THE 
NATURALISTIC  SETTING 


RESEARCH  IN  THE  NATURALISTIC  SETTING 


Conducting  research  in  the  naturalistic  setting  results 
in  unusual  problems  and  rewards.     Although  the  site  hospital 
for  this  study  was  used  for  a  variety  of  cooperative  pro- 
grams for  training  and  residency  of  medical  professionals, 
it  was  only  infrequently  the  site  for  independent  research 
outside  of  those  programs.     This  meant  that  there  was  a 
lack  of  clearly  identified  procedures  for  approval  to  con- 
duct research.     As  a  result,  the  investigator  had  to  contact 
a  large  number  of  departments  and  individuals. 

She  made  the  first  contacts  with  those  individuals  and 
departments  directly  involved  in  the  investigation:  the 
pulmonary  rehabilitation  nurse,   the  director  of  medical 
nursing,   the  patient  education  director,   the  pulmonary 
clinician,  and  the  medical  director  of  pulmonary  medicine. 
Once  she  oriented  these  individuals  to  the  purposes  and 
methodology  of  the  investigation,   she  had  their  assistance 
in  getting  the  necessary  approvals.     They  also  arranged  a 
meeting  of  the  investigator  with  the  charge  nurses  from  the 
hospital's  three  general  medicine  nursing  units  that  would 
be  used  as  study  sites. 

Prior  to  initiation  of  the  study,   the  investigator 
found  it  necessary  to  obtain  individual  approval  from  the 
director  of  nursing  education,   the  medical  director  of  the 
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pulmonary  medicine  department,   the  director  of  patient 
education,   the  director  of  medical  nursing,  the  vice  presi- 
dent of  operations,   the  vice  president/nursing  director,  and 
the  hospital  administrator.     She  obtained  these  approvals 
through  personal  contact  and  letters  of  request  accompanied 
by  a  letter  of  identification  from  the  chairman  of  the  in- 
vestigator's doctoral  committee.     In  addition  to  these 
official  approvals  to  conduct  research,  the  investigator 
was  required  to  appear  before  a  meeting  of  the  hospital's 
medical  staff  of  physicians  and  the  Committee  on  Human 
Experimentation.     Although  the  prospectus  for  the  research 
served  as  the  basis  for  review,   the  role  and  procedural 
involvement  of  the  hospital  was  a  prime  concern  and  needed 
to  be  defined  in  detail. 

Once  the  investigator  received  the  official  approvals, 
she  received  clearance  to  obtain  the  necessary  credentials 
to  work  within  the  hospital  environment  and  to  review 
medical  records,  both  at  the  nursing  stations  and  in  the 
Department  of  Medical  Records.     She  contacted  the  Director 
of  Admissions  to  explain  the  procedures  to  follow  for  ad- 
mission of  chronic  obstructive  lung  disease  patients  onto 
the  two  study  units.     Any  adjustment  of  admissions  pro- 
cedure was  complicated  by  the  frequent  failure  of  the 
admissions  diagnosis  to  identify  those  patients  under  study. 
In  order  to  facilitate  identification  of  the  study  popula- 
tion by  staff  of  the  Admissions  Office,   the  investigator 
contacted  the  offices  of  those  family  practice  and  internal 
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medicine  specialist  physicians  most  likely  to  be  admitting 
the  chronic  lung  disease  patient  and  asked  for  special 
consideration  in  identification  at  the  time  of  admission 
request.     These  initial  steps  required  more  than  two  months 

Once  the  study  was  initiated,  collection  of  data  from 
patient  interview  was  frequently  complicated  by  the  unavail 
ability  of  the  patient.     The  investigator  made  an  effort  to 
interview  each  patient  between  10:00  a.m.  and  2:00  p.m., 
since  this  time  appeared  to  be  generally  acceptable.  This 
schedule  was  not  always  possible  for  a  variety  of  reasons 
and  the  investigator  sometimes  had  to  make  one  or  more 
return  trips.     Also,   the  design  of  the  study  called  for 
the  patient  to  be  interviewed  on  the  fifth  day  of  hospi- 
talization.    This  involved  data  collection  seven  days  a 
week  during  the  period  of  investigation. 

The  investigator  conducted  an  orientation  program 
for  the  entire  nursing  staff  of  the  two  units  involved  in 
the  research.     She  conducted  a  two-hour  orientation  work- 
shop for  the  experimental  unit  and  a  15-minute  orientation 
four  times  for  the  experimental  unit  and  five  times  for 
the  control  unit  as  follows: 


Experimental  Unit 
Day  1 


Control  Unit 


Day  1 


9:30  a.m. -11:30  a.m. 


9:00  a.m. -9 : 15  a.m. 


12:30  p.m. -2:30  p.m 


12:00  M-12:15  p.m. 


4:15  p.m. -4:30  p.m. 
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Day  2 


Day  2 


2:00  a.m. -4:00  a.m. 


1:30  a.m. -1:45  a.m. 


12:00  M-2:00  p.m. 


4:30  p .m. -4 : 45  p.m. 


The  hospital  provided  release  time  for  the  nurses  on  the 
day   (morning)   and  night  shifts.     The  hospital  paid  "clock 
time"  to  the  experimental  unit  nurses  on  the  afternoon 
shift  to  attend  the  orientation  and  gave  release  time  to 
the  control  unit  nurses  on  the  afternoon  shift. 

During  any  investigation  in  the  naturalistic  setting 
a  variety  of  unexpected  events  or  happenings  may  occur. 
These  occurrences  may  or  may  not  be  relative  to  the  study. 
Two  specific  events  occurred  during  this  investigation. 
In  the  final  six  weeks  of  the  investigation  the  hospital 
began  a  major  nurses'   inservice  education  program  on  a  total 
changeover  of  nursing  record  forms  and  procedures.  This 
training  began  during  the  study  period,  but  the  new  system 
was  not  implemented  until  after  completion  of  the  study. 
This  training  may  have  affected  the  patient- teaching  per- 
formance of  those  nurses  participating  in  the  research 
study.     The  pressure  of  learning  a  new  system,   the  nurses' 
time  away  from  the  floor,  and  the  short-staffing  that 
resulted  during  training  periods  could  have  inteferred 
with  concentration  on  patient  teaching.     Hov/ever,   the  new 
nursing  records  required  a  problem  diagnosis  format  that 
coincided  positively  with  the  emphasis  of  the  model  under 
study . 
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The  other  event  that  may  have  affected  the  experimental 
study  was  the  preparation  for  initiation  of  a  new  system 
for  cost  reimbursement  of  Medicare  patients.     This  new 
system  provided  that  Medicare  payment  to  hospitals  would  be 
made  according  to  the  patient's  diagnosis-related  grouping 
(DRG)   rather  than  according  to  the  actual  costs  incurred. 
The  emphasis  of  this  new  plan  was  to  reward  the  hospital 
financially  when  a  patient  was  discharged  earlier  than  the 
calculated  average.     In  anticipation  of  the  major  changes 
projected  to  accompany  this  new  funding  program,  the  hos- 
pital conducted  a  number  of  seminars  and  patient  studies. 
The  floor  nurses  were  not  directly  involved  in  any  of  those 
activities,  but  the  effect  of  the  forthcoming  program  was 
a  topic  for  discussion.     The  hospital  staff  frequently 
expressed  concern  over  possible  reductions  in  staff. 

Throughout  the  research  study  the  attitude  of  the 
staff  nurses  ^^?as  open,   friendly,   and  considerate.  They 
showed  minimal  interest  in  the  investigator's  activities 
during  the  pretreatment  phase  of  data  collection.  After 
orientation  workshops  were  completed,   the  staff  of  both 
experimental  and  control  units  showed  an  increase  in 
interest  in  pulmonary  patients. 

Certainly  problems  are  inherent  in  doing  research  in 
the  naturalistic  setting  of  the  hospital.     However,  the 
advantages  of  "testing"  a  product  in  the  environment  in 
which  it  will  be  used  are  obvious,  and  this  investigator 
believes  the  advantages  outweigh  the  problems.  Furthermore, 
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in  the  medical  setting  used  for  this  study  the  investi- 
gator found  a  staff  attitude  of  cooperation  and  support 
that  measurably  reduced  the  frustration  that  inevitably 
accompanies  research  effort. 
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